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A PARASITIC INFESTATION INDISTINGUISHABLE FROM TRICHINOSIS 
— A NEW DISEASE ? 


Lestie Levy, M.R.C.S. (ENG.), L.R.C.P. (LoND.), General Practitioner; Roy Morris, M.D. (RAND), M.R.C.P. 
(EpIN.), Physician; and GRAHAM McLeitsu, B.A., B.Sc., M.B., CH.B. (CAPE Town), M.D. (RAND), Physician; 
Johannesburg 


As far as we have been able to ascertain, infestation by 
trichinosis has not previously been reported within the 
Union of South Africa. We present here what we believe 
to be the first instance of a trichinosis-like disease. or a 
disease which is clinically indistinguishable from trichi- 
nosis, contracted in South Africa. We make this statement 
because the final laboratory diagnosis of trichinosis is lack- 
ing, and there is no other way of proving the presence of 
the disease. 


CASE REPORT 


History 
Mr. D.N., aged 24 years, a medical student, said he 
was well until 12 October 1959, when his face became 


extremely itchy. He did not notice any swelling. Very soon 
after this, while writing examinations, he noticed that he was 
unable to concentrate, nor could he crystallize his thoughts 
in a coherent manner. He then consulted Dr. S. Dubb in Cape 
Town, who later very kindly supplied us with some notes on 
his condition. Dr. Dubb saw him on 9 November 1959, at 
which time he complained of not having felt well for the 
previous 2 weeks. He also lacked energy and was persistent- 
ly tired. A mild cough had been present for the previous 2 - 3 
weeks, He had also noticed slight epigastric pain unrelated to 
meals for 1 week. The bowels had not acted for 5 days. He 
complained of painful fingernails with ‘pigmentation’ of 2 
days duration. The fingers had been swollen for 1 day. He 
had felt febrile for the first few days of the illness and 
considered that he had a recurrence of malaria which he had 
had previously. There was no complaint of muscle pain. On 
examination, Dr. Dubb noted the following features: The 
patient did not look ill and did not have a raised temperature. 
His fingers were swollen and the swelling was of a fusiform 
type affecting the proximal interphalangeal joints. They were 
not red, sore, or tender. There was an unusual rash on the 
buttocks, fairly profuse. with small scattered patches on the 
trunk. It was described as resembling a papular urticaria. 
The papules were 3-4 mm. in diameter, raised and not itchy. 
The patient was unaware of the rash. Splinter haemorrhages 
were present in the fingernails. The rest of the physical 
examination was non-contributory. 

The patient was referred to the medical out-patient depart- 
ment at Groote Schuur Hospital on 10 November 1959. There 
is no certainty about what happened at the hospital. It 
would appear that in a state of mental confusion the patient 
went home to his lodgings without apparently having been 
seen at the out-patient department. There he remained for 
approximately 1 week. He was unable to give an account of 
what took place during that period. He had vague memories 
of profuse sweating and of changing his pyjamas and bed- 
clothes. On one or two occasions he thinks he staggered from 
his room in order to get food, but nothing is certain. 

On 17 November he drove himself from Cape Town to 
Jchannesburg and saw one of us (L.L.) on 18 November. He 
claimed that he had no complaints but that his mother had 
referred him for examination because of the haemorrhages 
under the fingernails (Fig. 1). His speech was slurred, and 
apart from haemorrhages under the finger- and toenails, the 
nly other abnormal physical signs found were in the central 
nervous system. A blood count and urinalysis were done and 


he was referred for further opinion. He was examined by one 
of us (R.M.) on 19 November. He denied having any physical 
complaints apart from some lethargy, and insisted that 
mentally he was his usual self. His memory for events leading 
up to the time he left for Johannesburg was imperfect and 
without the information we obtained from Dr. Dubb we would 
have been unable to fill in the gaps in his previous history. 
Direct questioning revealed the fact that a few days previously 
he had noticed blurring of vision and difficulty in focusing. 
There had also been flashes of light in the visual fields. This 
phenomenon persisted for a few days after his admission to a 
nursing home on 20 November. 

Past History 


As a child he had measles, mumps, whooping cough, chicken 
pox and boils. An appendicectomy was done in 1954 and in 
May 1958 he had contracted malaria in the Livingstone area. 
This had recurred in England in August 1958. 

Physical Examination 


The blood pressure was 110/70 mm.Hg. The only ab- 
normal physical signs were those of the nails and the central 
nervous system. There were profuse splinter haemorrhages 
under all 10 fingernails as shown in Fig. 1. To a lesser degree 
they were present under the toenails. 


Showing the extensive splinter haemorrhages under the finger- 
the cur. *d ‘blac«-brush’ borders under the distal ends 


Fig. 1 
nails. (Note 
of the nails are the haemu«crhages.) 


The following physical signs were found in the central 
nervous system: all the reflexes, including the jaw jerk, were 
hyperactive, the abdominal reflexes were absent, the right 
plantar response was flexor and the left. equivocal; there was 
a marked tremor of the right hand; fine movements were poor 
on both sides; coordination, as shown by the finger-nose test, 
and dysdiadokokinesis were poor on both sides; the left hand 
wandered with the arms outstretched; there was pseudo-clonus 
of both ankles, the left being more marked than the right; 
there was questionable hyperaesthesia to pin-prick on the right 
hand; the palate failed to move properly: Romberg’s sign was 
strengly positive and, when it was elicited, the patient fell 
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over backwards on each occasion; and the visual fields were 
full to rough testing. 

The urine contained neither albumin nor sugar. 
Electrocardiography 

The initial tracing (Fig. 2A) run on 19 November 1959 
showed inverted T-waves in the left ventricular surface leads 
and gross depression of the ST-segments. The standard limb 
leads suggested a developing posterior myocardial infarction. 
A tracing done 2 days later showed similar changes which 
were slightly more marked (Fig. 2 B). By 30 November 1959 
the ECG suggested a well-established posterior myocardial 
infarction (Fig. 2 C). Subsequent tracings done on 31 December 
1959 and 28 January 1960 showed resolution of the pathological 
process. This was almost complete by 18 April 1960 (Fig. 2 D). 


LABORATORY INVESTIGATIONS 


18 November 1959 

Venous blood. Haemoglobin 14-3 g. per 100 ml.; packed 
cell volume 39%; leucocytes 16,600 per c.mm.; polymorpho- 
nuclears — neutrophil 22.5%, eosinophil 58-5% (9,700 abso- 
lute count), basophil 0-0%:; monocytes 3-5%; lymphocytes 
15.5%; platelets numerous; erythrocyte sedimentation rate 
(Wintrobe) 48 mm. in 1 hour; ‘corrected’ sedimentation rate 
33 mm. in 1 hour; malaria parasites were not seen in thick 
or thin films. There was a marked eosinophilia. The stained 
red and white cells showed no abnormality. 

Urinalysis. Microscopic examination of the centrifuged 
deposit showed amorphous material only. Casts, crystals, 
erythrocytes, inflammatory cells, and schistosoma ova were 
not seen. 

The bilharzia complement fixation test was negative. 

20 November 1959 

Radiology. X-rays of the skull and chest, a soft tissue 
exposure, and an anteroposterior view of the thighs were all 
negative. 


v5 


ves ve 


17 December 1960 


Cerebrospinal fluid. The fluid was clear and colourless, 
cells 1 lymphocyte per c.mm., pressure 130 mm. water, no 
block, total protein 46 mg. per 100 ml.. glucose 49 mg. per 
100 ml., chlorides (as sodium chloride) 710 mg. per 100 ml., 
Lange’s colloidal gold test gave 0000000000 precipitation, the 
Kolmer cardiolipin Wassermann test was negative. neither 
trypanosomes nor torula bodies were observed in preparations 
from the cerebrospinal fluid. 

Blood serum. Thymol turbidity 2 units. thymol flocculation 
negative. 

Urine. Urobilin present (not in excess), bilirubin absent. 

21 November 1959 

Venous blood. Haemoglobin 14-5 g. per 100 ml.; packed 
cell volume 43°; mean corpuscular haemoglobin concentra- 
tion 34%; leucocytes 9,900 per c.mm.; polymorphonuciears — 
neutrophil 29-5, eosinophil 47-5 (4.700 absolute count), 
basophil 0-0‘; monocytes 4-0°°; lymphocytes 19-0%; plate- 
lets numerous: erythrocyte sedimentation rate (Wintrobe) 44 
mm. in 1 hour; ‘corrected’ sedimentation rate 40 mm. in | 
hour. A marked eosinophilia was present. Neither atypical 
nor immature cells were found in either series. Prothrombin 
index 98%. 

23 November 1959 

Stool. Brown and formed: microscopic examination of direct 
and concentrated preparations showed no amoebae, protozoa, 
cysts or helminth ova. Inflammatory exudate was not seen. 
25 November 1959 

Bilharzia complement fixation test. Negative. 

Further Venous Blood Tests 

On 18 December 1959 the total white-cell count was 8,300 
per c.mm. and the eosinophils were 29-0° (2,400 absolute 
count). The erythrocyte sedimentation rate (Wintrobe) was 
11 mm. in | hour. There was no other particular change from 
previous findings. 


TI AVR AVL AVE 
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Fig. 2. Serial electrocardiograms. (A) 19 November 1959. (B) 21 November 1959. (C) 30 November 1959. (D) 18 April 1960. 
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On 29 January 1960 the totai white-cell count was 10,100 
per c.mm. and the eosinophils were 22-0% (2,220 absolute 
count). The erythrocyte sedimentation rate (Wintrobe) was 
now down to 6 mm. in 1 hour. There was no other particular 
change from previous findings. 

Blood serum was sent to the USA, and on 27 January 1960 
Dr. Irving G. Kagan, Ph.D., chief of the Helminthology Unit, 
Microbiology Section, Communicable Disease Centre, Cham- 
blee, Georgia, USA, reported that he had tested the specimens 
of sera with the bentonite flocculation test, which they per- 
formed as a routine in their laboratory for the diagnosis of 
trichinosis infestation, Both samples were negative. 

On 2 March 1960 the total white-cell count was 8,100 per 
emm. with 15-5% eosinophils (1,260 absolute count). Thus 
there was still an eosinophilia present. There was no other 
change of note in the blood count. 

TREATMENT AND SUBSEQUENT PROGRESS 

In view of the probable diagnosis of trichinosis and the 
favourable effects reported in this infestation from steroid 
therapy, it was decided to adopt this form of treatment. The 
patient was given ‘meticortelone’, starting with a dosage of 
30 mg. daily, which was gradually tapered off to zero over a 
period of 2 weeks. After this he received injections of ACTH 
to prevent any rebound phenomena. 

He was re-examined on 31 December 1959. He had 
gained 8 Ib. weight, which he had previously lost. The reflexes 
were still very brisk, especially the jaw jerk. Dysdiadokokinesia 
was still present, and so was the. tremor of the right hand. 
He said that he felt perfectly well. He was seen again on 28 
January 1960 when he stated that his right hand was shaking 
more than previously but he thought that he had had this 
tremor from birth. He said that his. thought processes were 
perfectly clear. He was asked to subtract 7 serially from 100 
and accomplished this feat without error but in twice the time 
taken by the examiner to do so. He had some exertional 
dyspnoea but no complaint of chest pain. He was re-examined 
by one of us (G. McL.) who concurred in the diagnosis of 
trichinosis. The patient was last seen on 18 April 1960. At that 
stage he denied having any physical complaints. Re-examination 
revealed that the tremor of the right hand was still present and 
that the abdominal reflexes could be elicited only with diffi- 
culty. The jaw jerk was absent and again it was noted that 
the palate failed to move. It is likely that this represents an 
old defect. The electrocardiogram was repeated before and 
after exercise and no ischaemic changes resulted. 


DISCUSSION 


From the outset it was apparent that our patient was 
suffering from a parasitic infestation and as trichinosis 
had not been reported in the Union of South Africa it 
took some time to realize that this was the possible 
diagnosis. Two main factors weighed in the determination 
of which parasite was the cause of his illness. Firstly, we 
knew that for about 8 months, in 1957 and 1958, he had 
been in the Livingstone area of Rhodesia as a surveyor. 
Here, undoubtedly, he had been exposed to such tropical 
parasites as malaria, bilharzia, ankylostomiasis, and pos- 
sibly others. Secondly, after repeated questioning, he gave 
a history of having had some pork a short while before 
taking ill on 12 October 1959. In view of the persistently 
negative bilharzia complement fixation tests, the fact that 
he had remained well since leaving Livingstone militated 
against the probability of his disease having been con- 
tracted at that time. As he had become ill in Cape Town 
it was felt that trichinosis was certainly a possibility, in 
that infected meat, contraband or otherwise, may have 
reached the restaurant at which he had his meals. Certain 
other diagnoses, such as periarteritis nodosa, were con- 
sidered, but subsequently tests, clinical findings, and the 
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patient’s clinical improvement made them highly unlikely. 
As we are describing a disease clinically indistinguish- 
able from trichinosis we feel it is justifiable to summarize 
the pathogenesis of this disease. The parasite infesting our 
patient clearly follows a similar life cycle in the human 
host. 
TRICHINOSIS 


Trichinosis is caused by Trichinella spiralis. The parasites 
gain entry to the human body when raw or inadequately 
cooked pork containing the encysted larvae is eaten, most 
commonly in the form of sausage. Encystation of the larvae 
takes place in the stomach or duodenum and the larvae imme- 
diately enter the superficial layers of the mucous membrane 
of the duodenum or jejunum. In 3-4 days the worms mature 
and mate, and by the fifth day the female begins to discharge 
living young. At first some larvae escape into the lumen of 
the bowel and are evacuated in the faeces, but as the females 
migrate nearer to the muscularis mucosae, the larvae gain 
entrance to the mesenteric lymphatics and venules in in- 
creasing numbers and are carried throughout the body, finally 
settling down in the skeletal muscle. where they soon become 
encysted. In the human body this ends their life cycle, although 
they may remain viable for many years. In the reservoir host, 
such as the hog, the encysted larvae constitute the source of 
infestation for the next host. Thus. in nature, a susceptible 
host harbours all the stages in the life cycle of the worm, but 
the infestation cannot be propagated unless the infested flesh 
of that host is eaten raw by the next host. 

Clinical Course 

The usual clinical course of a case of trichinosis may be 
divided into 3 stages: 

1. The stage of invasion. This occurs during the first few 
days after infestation and there are clinical manifestations 
simulating acute food poisoning, such as nausea, vomiting and 
diarrhoea. There may be a bright macular or papular eruption 
on the skin. 

2. The stage of infiltration is characterized by excruciatingly 
painful myositis resulting from inflammatory reaction wherever 
the larvae pass through the muscles. In this stage, spastic 
paralysis of the muscles of the extremities is not unusual.’ 
There is also oedema, especially around the eyes, nose and 
temples. Thrombi in the vessels of the viscera or extremities 
may occur, and there may be adenitis, encephalitis and 
meningitis, ocular disturbances, deafness, and many other 
functional disturbances indicating the protean character of the 
lesions. 

3. The stage of encystation. Cecil mentions cachexia, toxic 
oedema, nervous disorders of almost any type, and a toxic 
myocarditis resulting from the damage produced by trichina 
larvae migrating through the myocardium.’ There may also be 
pneumonia, peritonitis, pleurisy and acute nephritis. 

Note: Naturally most clinical cases are milder and the 
majority of patients have infestations below the clinical grade. 
Diagnosis 

The diagnosis is usually suspected from the clinical features 
of the disease plus the high blood eosinophilia. However, 
additional proof may be obtained by doing a muscle biopsy. 
The muscle fibres which are obtained are digested for a few 
hours in artificial gastric juice with the liberation of motile 
larvae. An intradermal test is also described and there are 
precipitin and complement fixation tests which are quite 
specific.” 

Differential Diagnosis 

Roberts* mentions the fact that trichinosis has masqueraded 
as rheumatoid arthritis, eosinophilic leukaemia, typhoid fever, 
neningitis, rheumatic fever, dermatomyositis, and periarteritis 
nodosa. He states that the search for conjunctival petechiae 
and splinter haemorrhages under the nails can prove to be 
most rewarding and goes as far as to say that they are almost 
pathognomonic of trichinosis. The only other condition likely 


to be confused in this respect is sub-acute bacterial endocarditis. 
In this particular case we also considered trypanosomiasis, 


= 

| 
“ 


1072 S.A. MEDICAL JOURNAL 


bilharzia, filaria, malaria, lues, onchocercosis, ascariasis, 
leptospiroris, coxsackievirus, ECHO virus, lympho-chorio- 
meningitis, toxoplasmosis, and diffuse demyelinizing disease. 


CONCLUSIONS 


Taking into consideration all the positive features shown 
by this patient, we feel that the diagnosis of trichinosis 
is justified except for the negative trichina antigen 
test. Our patient ate pork and some time later 
took ill with itching of the face, swelling of the fingers, 
and splinter haemorrhages under the nails which were 
more profuse than any ever encountered in sub-acute 
bacterial endocarditis. He had what appears to have been 
the typical rash of trichinosis and there followed a period 
of mental symptoms succeeded by evidence of central- 
nervous-system disease and acute myocarditis. It is true 
that there was never any evidence of muscular pains or 
myositis but we feel that the lack of this symptom is 
probably due to the lack of infestation of somatic muscle. 
In his case the brain and heart bore the brunt of the 
infestation. We do not know if he would have recovered 
equally well without the use of corticosteroids, but we 
feel that in such cases they should not be withheld as they 
may be life-saving.” In any event his clinical recovery has 
been complete. 


17 December 1960 


SUMMARY 


1. A case is described with clinical and laboratory 
features indistinguishable from those of trichinosis with 
the exception of the specific antigen test. 

2. The disease process was manifested by a diffuse 
infestation involving mainly the extremities, brain and 
heart, and producing in the heart the picture of symptom- 
less myocardial infarction. 

3. The result of adrenocorticoid therapy appeared to 
be beneficial. 

4. The patient has made a complete clinical recovery, 
but the eosinophilia persists. 

5. The exact nature of the parasite has not been 
determined. 


We thank Dr. J. H. S. Gear, Director of the South 
African Institute for Medical Research, for his cooperation in 
attempting to elucidate the diagnosis, and for sending the 
patient’s serum to the USA. 

Our thanks are also due to Mr. A. M. Shevitz of the Photo- 
graphic Unit, Department of Medicine, University of the 
Witwatersrand, for the pictures. 
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PROGNOSIS OF ‘NUTRITIONAL’ HEART DISEASE IN THE BANTU 
REPORT OF A CASE OF CHRONIC REVERSIBLE HEART FAILURE 
K. J. Keecey, M.B., B.CH. (RAND), M.R.C.P. (Epin.) 
Department of Medicine, Baragwanath Hospital and University of the Witwatersrand, Johannesburg 


The course of ‘nutritional’ heart disease described by 
Gillanders' is characterized by frequent relapses leading 
ultimately to death. That this apparently inevitable pro- 
gression may not necessarily be the fate of all these 
patients. can be suspected from the discrepancy between 
the incidence in the wards and the necropsy room. 
Clinically, I recorded** ‘nutritional’ heart disease (‘idio- 
pathic cardiac hypertrophy’, ‘cryptogenic heart disease,” 
or ‘African myocardopathy’) as being the common- 
est cause of heart disease in the Johannesburg 
Bantu population; it was responsible for 37-5%, of 275 
cases of heart disease admitted to my unit at Baragwanath 
Hospital in 1957. Surprisingly, Higginson er al.‘ found it 
ranked only fourth in the causes of death from heart 
failure, forming 14-9%, of 537 cases. It might be sub- 
mitted that the diagnosis was inaccurate; however clinico- 
pathological correlation in individual cases does not sup- 
port this contention. A more likely explanation is that a 
number of patients recovered and naturally enough ceased 
to attend the out-patient follow-up clinic. A chance en- 
counter with an ex-patient afforded me the first proof that 
this form of heart failure was reversible. Seftel’ has 
recorded reversal of a similar condition associated with 
pregnancy, but these cases had suffered only a single attack 
of congestive failure; those that relapsed remained in 
failure or died. 
CASE REPORT 

First Admission 

D.W., a Xhosa male aged 43, was admitted to Baragwanath 


Hospital in October 1953 in congestive heart failure. He had 
been born in Queenstown, Cape Province, but had lived in 


Johannesburg since 1930. A month previously, troublesome 
palpitations on exertion and a cough productive of a small 
amount of colourless sputum had started. He had _ never 
noticed blood-staining of the sputum. For 2 weeks before 
admission he had become breathless on walking a few yards 
and was aware of swelling of the ankles and pain in the 
right hypochondrium. He slept propped up on 3 pillows but 
had not suffered from paroxysmal nocturnal dyspnoea. 
Systematic enquiry revealed that his diet was adequate and 
regularly included meat. He had been in hospital previously 
for a minor injury only. There was no history of joint pains. 

On examination the jugular venous pressure was elevated 
to the angle of the jaw, when the patient sat up at 45°. The 
heart size was clinically indeterminate, the second sound at 
the pulmonary area was louder than that at the aortic, a 
rough systolic murmur was audible at the left border of the 
sternum, and a gallop rhythm was heard towards the (pre- 
sumed) apex of the heart. There was no right-ventricular lift. 
Crepitations were heard at the base of each lung and there 
were signs of bilateral pleural effusion; ascites and oedema 
were demonstrable. The blood pressure in the right arm was 
116/100 mm.Hg and in the left, 120/96 mm.Hg. The liver 
was tender and the edge palpable 4 fingerbreadths below the 
costal margin in the nipple line. The pulse was regular and of 
small amplitude, and the rate was 110 per minute. Fluoroscopic 
examination on the sixth hospital day showed that the cardiac 
pulsations were not active. 

The patient was treated with bed-rest, low-sodium diet. 
mersalyl injections and digitalis. The gallop rhythm persisted 
for 4 days and the patient rapidly lost the signs of congestive 
failure and was discharged to the out-patient clinic. The urine 
had contained a trace of albumin, but no sugar was found in 
it on admission. The standard Eagle test for syphilis was 
positive, serum albumin was 2-9 g. and the globulin 4-5 g. 
per 100 mi. 


Second Admission 


The patient was readmitted in August 1954, again in con- 
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gestive heart failure. Two weeks previously the breathlessness 
on exertion and swelling of the ankles had recurred. He 
started to cough 9 days before attending the hospital; this 
was followed after an interval of 4 days by pain of a pleuritic 
character in the chest, and 3 days la.er he noticed blood in 
the sputum. He again claimed that he took alcohol (Kaffir 
beer) in moderation and that his diet was adequate. Certainly, 
he appeared well nourished. The blood pressure was 140/110 
mm.Hg and the pulse rate was 100 per minute, the rhythm 
regular, and the amplitude small. The skin of the extremities 
was cool. The heart signs were much as before with the 
addition of a definite parasternal lift. Oedema was gross and 
hydrarthrosis of both knees was noted, the sputum was 
slightly blood-stained, and the spleen was palpably enlarged — 
this was attributed to venous congestion. A right basal pul- 
monary infarct was diagnosed. The electrocardiograph showed 
a normal sinus rhythm —the S wave in V2 was 26 mm. 
deep and the R wave 13 mm. in V5; the T wave was 
biphasic in V5 and flattened in V6. Haemoglobin was 18-6 g. 
per 100 ml. Fluoroscopy again showed a generally-enlarged 
heart with poor pulsation. The patient responded to the same 
measures aS were used 
previously, and was dis- 
charged to the out- 
patient clinic the 
eighth day. 

Third and Fourth Ad- 
missions 

Unfortunately he went 
to a country district, 
ceased taking digitalis, 
and returned in May 
1955 in congestive fail- 
ure. The oedema was so 
gross that blisters had 
developed on the legs 
and ulceration was pre- 
sent on the medial as- 
pect of the lower third 
of the left leg. Blood 
pressure was 110/80 
mm.Hg. He weighed 146 
pounds on admission. A 
parasternal heaving im- 
pulse was again present 
and a high-pitched systo- 
lic murmur was noted 
towards the apex, and 
the pulse was regular at 
100 beats per minute. 
The heart was grossly 
enlarged and the lungs 
congested on radiologi- 
cal examination. Digoxin, 
ammonium chloride and 
mersalyl were given. In 
14 days the patient was 
no longer in failure and 
his weight was reduced 
to 121 pounds, 

He again failed to re- 
new his supply of digoxin 
and returned late in July 
1955 in congestive heart 
failure. The blood pres- 
sure was 124/96 mm.Hg, 
the pulse amplitude was 
small and the rate was 
84 per minute, he was 
not dyspnoeic at rest, and 
the jugular venous pulsa- 
tion reached the angle of 


the jaw. The parasternal pulmonary congestion. 
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hospital day the patient coughed blood. The gallop rhythm had 
disappeared by the twelfth hospital day and the parasternal 
heave was much less obvious. The heart was enlarged on 
radiological examination. An electrocardiograph showed that 
the S wave in V3 measured 29 mm. and the R wave in VS, 
20 mm. 
Fifth and Sixth Admissions 

Late in October 1955 the patient again presented himself 
because of congestive heart failure. His blood pressure was 
100/60 mm.Hg and the pulse rate was 88 per minute. The 
apical impulse was noted to be in the sixth interspace without 
the mid-clavicular line, and a marked parasternal heave was 
present. By the sixth hospital day both the systolic murmur 
and the praecordial heave had disappeared. The radic!ogical 
picture had not changed. The S wave in V3 was 26 mm. 
and the R wave in V5, 24 mm. Treatment was as before and 
the patient was discharged on the eighth hospital day. 

The sixth admission took place in April 1956 because of 
breathlessness, hepatic pain, and cough, starting 2-4 days 


Fig. 1. 4 May 1955. Two days after third admission in congestive failure — cardiomegaly and 


heave,  apicz i ‘ 
murmur aa a Fig. 2. 29 July 1955. Two days after fourth admission in congestive failure. 
rhythm were prominent Fig. 3. 5 March 1957. On maintenance therapy as an out-patient. 

features. On the sixth Fig. 4. 9 December 1959. Clinically and radiologically normal. 
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previously. He was in congestive heart failure of the low 
output type, the hands were cool, the blood pressure was 
122/104 mm.Hg. and the heart rate was 116 per minute. 
Fluoroscopy on this occasion showed fair cardiac pulsation. 
The haemoglobin was 16-2 g. per 100 ml. His weight was 159 
pounds on admission and 24 days later was 131 pounds, The 
S wave in V3 measured 33 mm. and the R wave in V6, 19 mm. 
The T wave was inverted in V5 and 6. 

Further Course 

In January 1957 he was admitted to a surgical ward for 
treatment of cellulitis of a leg following dog-bite. He was 
stated to be in congestive failure, his blood pressure was 
100/70 mm.Hg. and a gallop rhythm and systolic murmur 
were noted. He has not been admitted again. When seen 
at the out-patient clinic in September 1957, he had not 
attended the out-patient department for 6 months. The jugular 
venous pressure was only slightly raised, the liver edge was 
2 fingerbreadths below the costal margin, slight ankle oedema 
was present, and a loud systolic murmur was heard. Digoxin 
and mersalyl were restarted. Nineteen days later oedema was 
absent. Maintenance treatment was continued until the end 
of March 1958. 

In May 1958 he was seen because of pellagra and was 
treated accordingly: there were no signs of heart failure but 
the liver was palpable. Pellagrous skin changes were present 
when next he was seen in August 1958. His next visit was in 
May 1959 when he was free from signs of failure. 

in December 1959 he, somewhat belatedly, applied for an 
invalidity pension. Careful history-taking and examination 
failed to discover any evidence for heart failure, the blood 
pressure was 110/78 mm.Hg., and the liver edge was palpable 
one fingerbreadth below the costal margin, but the spleen was 
not felt. Radiological examination revealed a heart of normal 
size. An electrocardiograph showed the S wave to be 24 mm. 
in V2 and the R wave, 25 mm. in V6. 


DISCUSSION 


The course of the illness fell naturally into 3 periods, the 
first being the 2} years from the onset of the heart 
failure, during which time there were 6 admissions to 
hospital. The interval between admissions varied from 2 
to 10 months. There was subsequently a period of less 
severe failure during which the patient was admitted only 
once, and then to a surgical ward. He was seen infre- 
quently in the out-patient clinic and received treatment 
sporadically for 2 years. Finally, there have been no signs 
of failure since May 1958. Indeed, in December 1959 there 
was radiological evidence of a normal-sized heart, in 
striking contrast to the films of May and July 1955 and 
March 1957 (Figs. 1 - 4). 


This long period of freedom from heart-failure and the 
complete reversal of the cardiomegaly was outside our 
former experience of this type of heart disease, as was the 
disappearance of the heart murmur. Gillanders' claimed 
that his cases responded to ward diet alone and he showed 
examples of reduction in heart size. He emphasized, how- 
ever, that they relapsed on returning home. 

The period between successive admissions in his group 
was 2 weeks -4 months. He stated that when the disease 
had been long established, enlargement of the heart and 
congestive failure became irreversible. There was no evi- 
dence in the present case that the patient's diet or living 
conditions improved over the years; in fact, he was un- 
employed throughout. and early on in the period of free- 
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dom from heart failure was treated for pellagra. There was 
thus a mysterious reversal of the chronic heart failure. 

Acute reversible heart-failure was recognized in this 
population and described by Grusin,” but it forms only a 
small proportion of cases of heart disease. Furthermore 
this group of patients characteristically had actively-con- 
tracting hearts on fluoroscopy, with only 1 exception, and 
had warm extremities; only | of the series relapsed within 
6-15 months and none developed an enlarged heart. Thus 
neither Seftel’s’ nor Grusin’s® groups were strictly com- 
parable to the present case. 

There was never any suspicion that this illness differed 
from the usual run of idiopathic failures seen so commonly 
in this hospital. There had been no evidence of anaemia, 
thyrotoxicosis, pericarditis with effusion, beri-beri or 
scurvy, to explain the remarkable reversion to a normal 
circulatory state. Alcoholic cardiomyopathy had seriously 
to be considered, but seemed unlikely, since the amount 
of alcohol consumed did not appear to be excessive at 
any time. It is our experience that the Bantu are usually 
frank in answering questions about the amount and type 
of alcoholic drink consumed. This man more than satisfied 
Gillanders’ criteria,! having had repeated attacks of con- 
gestive heart failure of a low output type with gross 
oedema, gallop rhythm, apical systolic murmur and pul- 
monary embolism. In 10 years’ experience of this disease 
such a remarkable resolution of the clinical and radio- 
logical state had not been seen; it was noteworthy that 
the electrocardiograph remained unchanged. It might be 
argued that the present state is merely one of prolonged 
remission, but this in itself would be surprising in view 
of the previous relapsing course. 

In an attempt to study the natural history of the disease. 
letters were sent to 35 individuals in whom the diagnosis 
of idiopathic heart failure had been made in 1953; not 
one reported for examination. The need for a thorough 
follow-up study of these patients, by means of personal 
visits ‘o their homes, is obvious. In fact we know little 
more ubout the disease now than was known in 1951. 


SUMMARY 


A case of chronic heart failure, of the type described by 
Gillanders,' is reported in which reversion to clinical and 
radiological normality occurred. Present views on_ the 
prognesis of this disease need to be revised in the light 
of this finding. 

I am indebted to Mr. M. Ulrich for the photographic 
reproduction of the X-ray films, kindly made available by 
Dr. N. Joffe. I wish to thank the Superintendent of Baragwa- 
nath Hospital for permission to publish the case record. 
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South African Medical Journal : Suid-Afrikaanse Tydskrif vir Geneeskunde 
EDITORIAL : VAN DIE REDAKSIE 


RUBELLA DURING PREGNANCY 


It was in 1941 that Gregg’ noticed a connection between 
congenital cataract and rubella in the mother during 
pregnancy. This phenomenon was observed after an 
epidemic of rubella in Australia, in which many affected 
women were more ill than is usual in this disease. Other 
congenital abnormalities which appeared similarly con- 
nected include heart deformities and deafness. It was soon 
appreciated that the danger period for maternal infection 
is during the first three months of pregnancy only. 

The following important questions then arose: (1) What 
is the frequency with which deformities follow rubella, 
and (2) are other virus infections in the mother similarly 
implicated? The second question is more easily answered, 
in that there has been no good evidence that any other 
virus diseases produce malformation in the developing 
child.” 

Regarding the frequency of malformations, Swan and his 
co-workers’ in Australia considered the risk to approach 
100%, if the infection occurred within the first two months 
and to be about 50%, if it occurred during the third 
month. These conclusions, and many others reported in 
the literature, were based on retrospective studies and 
were open to several fallacies. It was unfortunate, how- 
ever, that widespread credence was accorded to them, so 
that some misguided doctors began teaching and 
practising therapeutic abortion in every woman who 
developed rubella early in pregnancy —- sometimes even 
after the third month. 

Well-planned prospective studies were clearly needed, 
and a number of small studies were reported, some of 
which have been summarized by Hill and his colleagues.‘ 
None of these were on a sufficiently large scale to give 
a really reliable idea of the true risk involved. In 1950 
a bigger study was begun in Britain, planned by the 
Ministry of Health and the General Register Office, and 
carried out by the regional medical officers of health. 

The study lasted for two years. Two groups of women 
were selected —those who developed a virus infection 
during their pregnancy, and a control group whose birth- 
days were on the 3lst of any month (a random 2% 
sample). The selected women were then observed until 
the end of the pregnancy. In the event of foetal loss 
the record card was completed and sent to the General 
Register Office. After a live birth the child was observed 
for two years, with medical examinations as soon as 
possible after birth, at one year, and at two years of age. 
After the third medical examination or on the death of 
the child before reaching two years of age, the completed 
record was sent to the General Register Office. 


At the end of 1952, 1,745 cases of virus infection and 
6,619 controls had beet registered at the office, including 
578 cases of rubella. The main focus of interest was 
centred on the cases of rubella. In 376 of these the 
rubella occurred later than the twelfth week of pregnancy, 
and in these the percentage of abortions, of stillbirths, 
and of deaths within the first two years of life were 
similar to those in the control group. The major mal- 
formation percentage was also similar (2:2°% as against 
23%). 

In the 202 cases where rubella occurred during the first 
twelve weeks, the abortion rate, the stillbirth rate, and the 
death rate during the first two years were all approximately 
double the control rates. The percentage of children alive 
at the end of the two years was 83-6, as against 928% 
of controls. Of this 83-6%, some 13% had major mal- 
formations compared with 1:5% among the two-year-old 
control children. Thus it may be said that of a hundred 
women who had rubella during the first trimester, and 
whose children were live-born, eighty would have a child 
without important malformation living at the age of two 
years. 


The high infant mortality could be accounted for by 
the association of rubella early in pregnancy with mal- 
formation and prematurity (by weight). For live-born 
children, the major malformation rate, according to month 
of onset of infection, was 15-6% up to the fourth week, 
19-7°, for the period from the fifth to the eighth week 
and 13-0°, for the period from the ninth to the twelfth 
week. 

Later examination of 237 of the ‘rubella-children’ at 
ages three - seven years showed that some cases of deaf- 
ness and a few of mental defect had previously been 
undiagnosed. Nevertheless, it would certainly appear that 
we have been apt to overemphasize the dangers of 
maternal rubella. There is no longer any good reason for 
indiscriminate therapeutic abortion if rubella occurs at any 
stage of pregnancy. Plainly each case must be carefully 
considered on its merits, with the advantage that we now 
have knowledge of far more accurate percentage risks 
than have previously been available. 
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DIE JONG DOKTER EN DIE MEDIESE VERENIGING 


Dit het dwarsoor die wéreld ‘n gevestigde gebruik geword 
vir beroepslui om professionele organisasies te vorm waar- 
aan hulle kan behoort en wat as middel kan dien om 
hulle materiéle behoeftes te beskerm en ook om hul 
kulturele en wetenskaplike ideale te verwesenlik. In die 
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meeste lande van die Westelike wéreld het geneeshere 
by. nasionale mediese verenigings gevorm, wat op hulle 
beurt weer lede is van die Wéreld Mediese Vereniging. 
So het ons ook in hierdie land die Mediese Vereniging 
van Suid-Afrika ,om die mediese en verwante wetenskappe 
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te bevorder en om die eer en die belange van die mediese 
professie te behartig’. 

Sedert die vroegste dae van sy bestaan was dit die 
uitgesproke doel van die Mediese Vereniging om op te 
tree as ‘n wetenskaplike en kulturele liggaam van pro- 
fessionele mense, wat ten volle bewus is van die groot 
en belangrike verantwoordelikheid wat op hulle rus om 
op die hoogte van sake te bly aangaande professionele, 
wetenskaplike, en kulturele sake. 

Dit is wel waar dat die Vereniging gedurende die laaste 
aantal jare onderhewig was aan besondere ondersoek en 
kritiek. Daar moet egter in gedagte gehou word dat die 
Vereniging te staan gekom het voor besondere belang- 
rike probleme, veral op die gebied van die ekonomiese 
organisasie van die mediese praktyk. Die Vereniging kan 
slegs voortgaan om hierdie probleme op ‘n bevredigende 
viak te hanteer as hy kan reken op die heelhartige 
ondersteuning, nie net van al sy lede nie, maar ook van 
elke indiwiduele praktiserende geneesheer. 

Die Mediese Vereniging en die voordele van lidmaat- 
skap is baie goed bekend by ‘n groot aantal geneeshere 
oral oor die land, maar daar is tog nog baie geneeshere 
wat nie bewus is van al hierdie voordele nie. 

Verder, teen die tyd dat hierdie artikel verskyn, sal 
‘n groot aantal geneeshere wat onlangs gekwalifiseer het, 
toetree tot die geledere van die mediese praktisyns in 
die land. Dit is aan hierdie twee groepe geneeshere 
diegene wat reeds al ‘n geruime tyd gelede gekwalifiseer 
het, maar nog nie lede van die Vereniging is nie, en 
diegene wat onlangs gekwalifiseer het, dat ons ‘n dringende 
uitnodiging wil rig om lede van die Vereniging te word. 

Ons wil veral die aandag van al die geneeshere wat 
onlangs gekwalifiseer het, vestig op die uitstekende artikel: 
The Medical Association of South Africa: its réle in the 
past and its ideals for the future’, wat in die uitgawe van 
die Tydskrif van 21 Mei 1960 gepubliseer is (34, 423). 
Hierdie artikel is geskryf deur dr. J. H. Struthers, afge- 
trede voorsitter van die Federale Raad, en dit handel 
oor die dienste wat die Vereniging lewer op die gebiede 
van die ekonomiese organisasie van die mediese praktyk, 
die druk van die Tydskrif, die rol van die Vereniging 
ten opsigte van die vooruitgang van mediese opvoeding 
in die wydste sin van die woord, internasionale affiliasie, 
en die Vereniging se hoop vir die toekoms. 

Die volgende is ‘n opsomming van die dienste wat deur 
die Vereniging gelewer word: 
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1. Geleenthede vir kollegas om mekaar te ontmoet, om 
wetenskaplike vergaderinge te hou, en om geleenthede 
om gedagtes te wissel daar te stel. 

2. ‘n Tydskrif vir die verspreiding van mediese kennis, 

3. Fasiliteite om etiese verskille tussen lede te besleg. 

4. Fasiliteite om met mediese hulpverenigings te onder- 
handel en die daarstelling van ‘n mate van kontrole oor 
mediese bystandsfondse. 

5. Fasiliteite vir onderhandeling met die Ongevalle- 
kommissaris. 

6. Om die Vereniging te verteenwoordig in alle sake 
wat mediese praktisyns aangaan, en die feit dat die Ver- 
eniging erken word as die amptelike liggaam in verskeie 
Wette en Ordonnansies. 

7. Regskundige beskerming vir indiwiduele praktisyns. 

8. Die verkry van verskeie soorte vergunnings insake 
inkomstebelasting. 

9. Die verkry van verskeie soorte voorkeurversekering 
vir lede. 

10. Hulp vir lede deur die agentskapsafdeling. 

11. Geriewe vir lede wat in oorsese lande reis deur 
wederkerigheid met die Britse Mediese Vereniging en die 
Kanadese Mediese Vereniging, en deur lidmaatskap van 
die Wéreld Mediese Vereniging. 

12. Die verbetering salarisskale vir  voltydse 
personeel. 

13. Die invloed op mediese skole en mediese opvoeding 
in die algemeen, by. ondersteuning van die stigting van 
die Kollege vir Interniste. Chirurge en Ginekoloé van 
Suid-Afrika. 

14. Nagraadse kursusse wat direk deur die mediese 
skole aangebied word. 

15. Biblioteek-fasiliteite deur toekennings aan die 
biblioteke van mediese skole. 

16. Hulp aan behoeftige afhanklikes van lede deur 
middel van die Liefdadigheidsfonds. 

17. Optrede as ‘n saambindende taktor deur Takke en 
Afdelings. 

18. Skakeling met ander professionele liggame en die 
publiek. 

Die Vereniging kan slegs daarin slaag om ‘n bevredi- 
gende en waardige rol te speel in die mediese professionele 
beroepslewe in ons land as hy kan reken op die heel- 
hartige ondersteuning van al die geneeshere in die land. 


ELASTOSIS AND CUTANEOUS IRRADIATION INJURIES 
L. J. A. Loewenruat, M.D., M.R.C.P., D.T.M. & H. and A. S. Prenaar. M.B., B.CH 


From the Photobiology Research Group CSIR, South African Institute for Medical Research, and General Hospital, 


Johannesburg 


Elastosis is used in this paper to denote the histological 
appearance of the connective tissue in what has been 
variously termed senile elastosis, solar elastosis, elastotic 
degeneration of collagen,’ basophil degeneration of col- 
lagen, and so on. Morphologically the abnormal fibres 
are not identical with elastic fibres, although they have 
an affinity for stains usually used for these fibres. They 
manifest the tinctorial reactions known to be given by 


elastic fibres, but they are also stained by many dyes which 
do not stain normal elastic fibres. Evidence has been 
presented in the past to show that there are similarities, 
histological, histochemical, biochemical and __ physical, 
between elastotic material and elastic tissue, but dissimi- 
larities have, at the same time. been shown to exist by the 
same authors.'** 

Elastosis is present when the normal elastic fibres of the 
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upper corium, extending to and including the pars papil- 
laris, are replaced or overshadowed by a coarse mat of 
fibres 3-5 times thicker in diameter than normal. The 
fibres have no distinctive form or shape and often appear 
swollen, woolly and amorphous, due to the irregular 
manner in which they take up the usual elastic-tissue stains. 
They stain deeply but not metachromatically with toluidine 
blue and take up haematoxylin in routine staining. 

Various workers have reported that there is an increase 
in the number of elastic fibres in the skin which has been 
damaged by X-rays,°* and other authors have assumed 
that elastosis can be produced in the same way and that 
this elastosis in turn plays a part in the development of 
cancer.’ 

tt was, however, clearly stated by Montgomery’ that such 
changes, formerly attributed to radiodermatitis (and inci- 
dentally to lupus erythematosus), were seen only when these 
conditions affected skin exposed to sunlight; they were 
not seen when biopsy specimens were removed from areas 
protected from the sun’s rays. In order to test the con- 
flicting statements of Gillman er al.'* and Montgomery,’ 
skin, showing the results of X-ray damage, was examined 
from areas which had been exposed to sunlight for years, 
as well as from those areas normally covered. 

In agreement with many other authors,®"""* we have 
been accustomed, in White subjects, to seeing the histolo- 
gical picture of elastosis in numerous routine skin sections 
from areas normally exposed to the sun. The condition 
is in fact normal in middle-aged and elderly White people 
both in this country and in Australia.” 


MATERIAL AND METHODS 
Skin obtained at operation or by biopsy was kept in 10% 
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formalin for 24 hours, imbedded in paraffin, sectioned, 
and stained by the following methods: haematoxylin and 
eosin, Verhoeff’s and Weigert’s elastic stains, acid orcein, 
Gomori’s aldehyde-fuchsin, periodic acid-Schiff, Mallory’s 
phosphotungstic acid-haematoxylin, toluidine blue at pH 
4:5, and Fontana’s silver stain for reticulum fibres. The 
counterstains used were van Gieson or Halmi green and 


orange. 
FINDINGS 
Case 1 

A female, aged 71 years, had a rodent ulcer removed from 
the left side of her nose with carbon dioxide snow 14 years 
earlier. She frequently exposed her face to the sun. Later, a 
second rodent ulcer developed on her left cheek and she 
was given a course of 4 treatments (dose unknown) of X-ray 
therapy in 1945. In 1956 a small regrowth appeared at the 
site of the second rodent ulcer, and she was again treated with 
X-rays. 

In 1959 she presented with a large area of X-ray atrophy 
on the left cheek with a central necrotic area. The whole 
of the affected skin was removed and portions well away 
from the central necrotic area were processed and examined 
(Fig. 1). 

Histology. A coarse mat of fibres extends from the middle 
third of the corium to the base of the epidermis. They are 
thicker than normal and aggregated into irregular masses in 
contrast to the arrangement seen in healthy skin.*® With 
toluidine blue they show pronounced basophilia but not 
metachromasia. 

Comment. This marked elastosis is compatible with her age 
and habit of exposing her face to the sun. The X-ray therapy 
she received could not therefore be considered as a necessarily 
causal factor. 


Case 2 


A male, aged 19, fair, with a healthy skin. Eleven years 
earlier he had 3 X-ray treatments to the right knee for warts. 


4 


Fig. 1, Case 1. Elastotic degeneration (Verhoeff - Halmi green X 170) 
Fig. 2. Case 2. Hyperkeratosis and telangiectasia. No elastosis (Verhoeff- Van Gieson x 85). 
Fig. 3. Case 2. Normal elastic fibres in upper corium, but absent trom papillae. No elastosis (Verhoeff - Van Gieson xX 170). 
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On presentation there was atrophy of the skin with verrucose 
lesions and telangiectasia, the clinical appearance of chronic 
radiation sequelae. The relevant histological changes are seen 
in Figs. 2 and 3 

Histology. Hyperkeratosis and marked telangiectasia are the 
result of X-ray damage. Hair follicles and sebaceous and 
sweat glands are completely absent, The arteries in the middle 
and lower third of the dermis have thickened walls, and 
some of the blood vessels are thrombosed. Neither elastosis 
nor basophilia are present and there is even a loss of normal 
elastic tissue in the stratum papillare. 

Comment. It is probable that, as a young healthy male, his 
knees were exposed to the elements, but at the age of 19 
one would not expect elastotic degeneration to have appeared: 
he also received a dose of X-rays sufficient to cause atrophy 
of the skin and adnexa, telangiect-ia, and damage to the 
arteries, yet the skin showed no elastosis. 

Case 3 

A female, aged 36 and blonde. Fifteen years earlier she 
had X-ray treatment to the butterfly area of the face for 
discoid lupus erythematosus. This resulted in a_ thickened, 
telangiectatic scar. which was removed for cosmetic reasons. 

Histology. On the right side of Fig. 4 elastosis is seen; there 
is none on the left. X-ray damage, shown by telangiectasia. 
loss of adnexa. and vascular changes, is evident in many 
parts of the section. There are discrete areas of elastosis 
throughout, the non-elastotic areas being 0-5-1 mm. wide. 

Comment. Our patient falls typically into the group which, 
according to Kissmeyer.'' would show elastosis in skin from 
an exposed part, being fair, and in the fourth decade of life. 
In semi-serial sections it was noted that the non-elastotic 
areas lay in strips. and it was surmised that these represent 
creases in the skin. and would therefore be shaded from 
direct sunlight. Such protection would not be afforded against 
X-rays, and thus the non-elastotic areas had been equally sub- 
jected to X-ray damage. 

Case 4 

A female, aged 48, She had been treated some years pre- 
viously with X-rays for a pelvic neoplasm. She presented with 
ulceration and postirradiation dermatitis of the lower abdomen 
and groins. Treatment was by removal and skin graft. 

Histology. The skin shows typical X-ray damage with loss 
of hair follicles and sebaceous glands, and degenerated rem- 
nants of sweat glands. There are patchy thickening of the 
stratum corneum, areas of exudation and infection, and throm- 
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bosed blood vessels in the lower dermis and subcutis. Though 
abundant normal elastic fibres are present, there is no elastosis 
(Fig. 5). No basophilia is demonstrated with haematoxylin and 
eosin or with toluidine blue. 

Comment. Here, in spite of extensive X-ray damage, the 
skin from a non-exposed area shows no elastosis. 
Case 5 

A female, aged AS and blonde. Over several years X-ray 
therapy had been given to what had been described as pustula 
lesions of the trunk. The affected sites were 1 cm. in 
diameter, depressed, atrophic, and in most cases telangiectatic 
A biopsy was taken from such an area on the buttock, ie 
from an area not normally exposed to light. 


Histology. The adnexa are absent and the tiood vessels 
show typical postirradiation damage. The elastic fibres are 
fragmented, often appearing as small cubes, but not increased 
in number. Individual fibres are of normal thickness. 

Comment. The picture of elastotic degeneration was not 
seen. 

DISCUSSION 
That elastosis is caused by X-ray irradiation is not borne 
out by the literature apart from the statements of Gillman 
et al.'- Accounts that may be misinterpreted include the 
following: 

1. Wolbach," in describing established X-ray dermatitis, 
mentions that there is a replacement of normal collagen 
by a peculiar dense hyaline collagen, rich in elastic fibres 
and poor in cells; he does not mention elastosis. 

2. Teloh e¢ al.,’ examing 121 cases of dermatius follow- 
ing X-ray, radium and radon, state: “A confusing picture 
is seen depending on the chronicity and severity of the 
radiation damage. In an occasional case, the elastic fibres 
are normal in character and distribution. In severe injuries 
they are markedly decreased in number and occasionally 
entirely absent. In the majority of cases there is an apparent 
increase in number and heterogeneity in distribution of 
elastic fibres. The last picture is usually correlated with 
a moderately severe injury which may be in the acute or 
chronic stage. The elastic fibres are considerably altered 


Marked elastosis at right side only (Verhoeff - Van 


Fig. §. Case 4. Apparent increase of elastic fibres. No elastosis (Weigert 
- Halmi green 170) 
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in appearance due to fragmentation and splitting of the 
fibres, usually in the subepidermal region of the corium. 
These fibres are short, fragmented, thin, with frayed coiled 
ends, producing a thick maze of intertwining fibres. This 
is in marked contrast to the orderly arrangement of the 
normal elastic fibres of the corium. Whether the picture 
represents an actual increase in the elastic content of the 
corium is difficult to determine. The impression is, how- 
ever, that the increase is more apparent than real and is 
due to marked fragmentation and splitting of fibres’. These 
findings corroborate those of Saunders and Montgomery” 
and do not suggest that the changes are those of elastosis. 
They are well illustrated in Fig. 5. 

3. Warren." states that within the first few days after 
irradiation the elastic fibres are swollen and more readily 
stained; later their degeneration may be complete, and their 
loss is responsible for much of the atrophy and loss of 
normal contour (of the skin). 

A summary of our results (Table 1) shows that in these 
few examples elastosis is present in the sun-exposed skin 


TABLE I. THE RELATION OF PROLONGED SUN-EXPOSURE TO 
CUTANEOUS ELASTOSIS IN SKIN DAMAGED BY X-RAYS 
Cas Age Sun-ex posure Elastosis 

71 + 
2 19 
4 36 + 
4 48 _ _ 
of aduits showing X-ray sequelae, to the same extent as 


we see it under the same conditions but without previous 
X-ray irradiation 


Elastosis was not seen in a youth whose sun-exposed 
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skin had been damaged by X-rays, nor in 2 subjects who 
showed marked X-ray sequelae on areas not exposed to 
sunlight. It is concluded that the histological entity of 
elastotic degeneration of the skin is produced by solar, and 
not by X-ray, damage. Thus elastosis per se cannot be 
incriminated in the causation of skin cancer consequent 
on X-ray damage. as suggested by Gillman ef al” 


SUMMARY 


Histological examination of skin from 5 patients, who had 
had X-ray treatment, has shown that elastotic degeneration 
of skin can be correlated with prolonged exposure to 
sunlight, but not with severe damage from X-ray 
irradiation. 

We thank the Department of Plastic Surgery of the Johan- 
nesburg General Hospital for assistance in providing material 
for this investigation. 
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Following are the Minutes of a Meeting of the Federal Coun 
cil of the Medical Association of South Africa, held in the 
Usco Recreation Club. Vereeniging, on 19, 20 and 21 October 
1960) 
Pre 

Ex Officio: Dr. W. Chapman (President), Mr. J. D. Joubert 
(Hon. Treasurer 

Border Branch: Drs. L. L. Alexander, J. K. McCabe. R 
Schaffe 

Cape Midland Branch: Drs. A. P. Albert. P. de la H. Beck. 
D. L. Ferguson 


Cape Western Branch: Mr. R. D. H. Baigrie. Dr. J. C. 
Coetzee. Mr. J. A. Currie, Drs. T. J. Dry, F. E. Hofmeyr. 
A. Landau. N. Levy. Mr. P. C. W. Madden, Drs. A. G 
Paterson. J. H. L. Shapiro, A. W. S. Sichel, A. A. Zabow. 

Eastern Transvaal Branch: Mr. D. E. Mackenzie, Drs. J. Q 
Ochse, E. W. Turten. 

Griqualand West Branch: Mr. N. Kretzmar. 

Natal Coastal Branch: Drs. A. Broomberg, E. W. S. Deale. 
J. Duncan, N. R. Pooler. N. A. Rossiter. A. B. Taylor. 

Natal Inland Branch: Mr. B. A. Armitage. Dr. T. H. 
Whitsitt. 

Northern Transvaal Branch: Drs. L. M. Been. J. T. M. de 
Villiers, W. H. Lawrance. W. A. Lombard. J. H. Struthers. 
P. N. Swanepoel! 

OFS. and Basut 
G. F. C. Troskie,. J 

U.F.S. Goldfields 


land Branch: Drs. J. Gilliland. R. Theron. 
W. van der Riet. 


Branch: Dr. F. N. Gillwald. 


HELD IN VEREENIGING ON 19, 20 AND 

Southern Transvaal Branch: Drs. C. Adler, A. L. Agranat. 
. T. Bernstein, J. 1. H. Frootko, R. Geertiig. E. T. Meyer. 
H. I. Osler, H. Penn. T. Radloff. T. Schneider, M. Shapiro, 
S. Spiro. 

South West Africa Branch: Dr. W. H. G. Kuschke. 

Transkei Branch: Dr. H. M. Segall. 

Vaal River Branch: Dr. C. G. S. van Heyningen. 

In Attendance: Dr. A. H. Tonkin (Secretary), Dr. L. M. 


Marchand (Associate Secretary), Dr. P. D. Combrink (Assis- 
tant Secretary). 
Observer: Dr. A. P. Blignault (Editor). 


WEDNESDAY 19 OCTOBER 

The Secretary declared the Meeting open at 10 a.m. and 
reminding members that this was the first Meeting of a new 
triennium, he invited nominations for the post of temporary 
Chairman. 


It was proposed by Dr. Struthers, seconded by Dr. Agranat, 
that Dr. Chapman act as temporary Chairman. 

It was proposed by Mr. Armitage, seconded by Mr. Currie. 
that Dr. Sichel be so appointed. 

A vote was taken and Dr. Chapman was declared elected. 
He took the Chair amid acclamation. 


1. Notice Convening the Meeting, published in the Journal 
of 3 September, 1960, was taken as read. 


2. Proxies and Apologies. The Secretary announced Proxies 
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= 
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as follows: Dr. Been to act for Prof. O. V. S. Kok; Dr. 
Segall to act for Dr. E. R. Louw. 

No apologies for absence were noted. 

3. Introduction of New Members. Dr. Chapman asked that 
senior members of the Branches introduce new members of 
Council. He commenced by introducing Dr. van Heyningen. 

Dr. Theron introduced Drs. van der Riet and Gilliland; 
Dr. Albert introduced Drs. Ferguson and Beck; Dr. Broom- 
berg introduced Drs. Pooler, Duncan and Deale; Dr. Penn 
introduced Drs. Bernstein, Frootko, Meyer and Osler; Dr. 
Schaffer introduced Dr. Segall as representing temporarily the 
Transkei Branch; Dr. Struthers introduced Drs. Swanepoel, 
Lombard, Been and de Villiers: Dr. Turton introduced Dr. 
Ochse; Dr. Sichel introduced Messrs. Baigrie and Madden and 
Drs. Dry, Hofmeyr and Levy. 

4. Election of Chairman of Council. The Secretary 
explained the voting procedure for the election of the Chair- 
man, and Dr. Chapman then called for nominations. 

Dr. Schaffer proposed that Dr. Struthers be elected Chair- 
man of the Council, and was seconded by Mr. Armitage; but 
Dr. Struthers would not accept nomination. 

Mr. Armitage then proposed Dr. Turton and was seconded 
by Dr. Adler. 

Dr. Sichel proposed Dr. Schaffer and was seconded by Dr. 
Landau. 

There were no other nominations and the temporary Chair- 
man called for a ballot vote. He appointed Drs. Combrink, 
Marchand and Broomberg to act as scrutineers. 

In due course Dr. Chapman announced that as a resuh of 
the ballot, Dr. Turton had been elected Chairman of Coun- 
cil, Acclamation. 

Dr. Turton was invested with the Chairman's badge of 
office by Dr. Chapman and took the Chair. He thanked the 
Council for the honour which had been bestowed on him in 
his election, and paid tribute to 7" Struthers who had been 
Chairman of Council for the past 3 years. Acclamation. 

§. Election of Vice-Chairman of Council. The Chairman 
called for nominations. 

It was proposed by Dr. Lombard, seconded by Dr. Been, 
that Dr. Lawrance be elected to this office. 

Dr. Sicnel proposed Dr. Schaffer and was seconded by Dr. 
Alexander. 

There were no other nominations and a ballot vote was 
taken, the appointed scrutineers acting again. 

In due course the Chairman announced that as a result of 
the ballot Dr. Schaffer had been elected Vice-Chairman of 
Council. Acclamation. 

Dr. Schaffer thanked the Council for electing him to this 
office and assured the Chairman of his support. 


6. Election of President-Elect. Dr. Coetzee proposed Mr. 
Currie and was seconded by Mr. Armitage. There were no 
other nominations and Mr. Currie was declared elected. 
Acclamation, He expressed his thanks to the Council for this 
honour. 


7. Appointment of Honorary Treasurer. Mr. Currie proposed 
Mr. Joubert and was seconded by Dr. Coetzee. There were no 
other nominations and Mr. Joubert was declared elected. 
Acclamation. 

8. Appointment of Secretary of Council. Mr. Armitage 
proposed Dr. Tonkin and was seconded by Dr. Paterson. 
There were no other nominations. 

It was explained that, although Dr. Tonkin had been Secre- 
tary of Council for the past 15 years, his duties were primarily 
those of Secretary of the Association and that he had been 
formally appointed each triennium to be the Secretary of 
the Council. Drs. Marchand and Combrink were respectively 
Associate Secretary of the Association and Assistant Secre- 
tary of the Association. 

The Chairman stated that the Executive Committee had 
agreed to a request made by Dr. Tonkin that if he was again 
elected Secretary of Council, Dr. Marchand should be formally 
appointed Deputy Secretary of Council and Dr. Combrink 
should be appointed Assistant Secretary of Council. 

Accordingly Council Agreed that Dr. Tonkin should be 
the Secretary of Council and should have the assistance of 
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Dr. ‘Marchand as Deputy Secretary of Council and Dr. Com- 
brink as Assistant Secretary of Council. 

9. Election of Executive Committee. Dr. Whitsitt proposed 
Mr. Armitage, seconded by Dr. Alexander; Mr. Armitage 
proposed Dr. Alexander, seconded by Dr. McCabe; Dr. 
Lombard proposed Dr. Lawrance, seconded by Dr. de Villiers; 
Dr. Penn proposed Dr. Agranat, seconded by Dr. Gillwald: Dr. 
Landau proposed Mr. Currie, seconded by Dr. Zabow; Dr. 
Adler proposed Dr. Schneider, but Dr. Schneider declined 
nomination; Dr. Landau proposed Dr. Sichel, seconded by 
Mr. Kretzmar; Mr. Joubert proposed Dr. Troskie, but Dr. 
Troskie declined nomination; Dr. Troskie proposed Dr. Theron, 
seconded by Mr. Currie; Dr. Deale proposed Dr. Broomberg, 
seconded by Dr. Pooler. 

A ballot vote was taken and the appointed scrutineers acted 
once again. 

In due course the Chairman announced that as a result of 
the ballot Messrs. Currie and Armitage and Drs. Agranat, 
Theron and Lawrance had been elected to the Executive 
Committee. Acclamation. 

10. Greetings. The Secretary announced that a telegram 
of greetings and good wishes for a successful meeting had 
been received from the President and members of the South 
African Medica! and Dental Council. This was noted with 
acclamation. 

11. Election of Parliamentary Committee. The Chairman 
explained the constitution of this Committee, Stating that 
Council had previously agreed that it should consist of 
the Federal Councillors elected from the Northern Transvaal 
Branch, as they were resident in Pretoria and a meeting could 
be convened at short notice if necessary. 

Mr. Currie proposed, and Council Agreed accordingly, that 
the Parliamentary Committee consist of Council members re- 
presenting the Northern Transvaal Branch, together with the 
Transvaal members of the Executive Committee. 

12. Election of Federal Ethical Committee. Dr. Adler pro- 
posed Dr. Schneider, seconded by Dr. Spiro; Dr. Alexander 
proposed Dr. Troskie, seconded by Dr. Osier; Dr. Rossiter 
proposed Dr. Taylor, seconded by Dr. Broomberg; Dr. 
Schaffer proposed Dr. Landau, seconded by Dr. Albert; 
Dr. Frootko proposed Dr. Radloff, seconded by Dr. Agranat. 
There were no further nominations, and these 5 members were 
declared duly elected. Acclamation. 

13. Election of Head Office and Journal Committee. The 
Secretary explained that in accordance with an amendment 
made to By-Law 58, the Committee would no longer con- 
sist of the Federal Council members representing the Cape 
Western Branch, but would be made up of certain ex officio 
members together with 5 members elected by Council. 

The Chairman called nominations. 

Mr. Currie proposed Dr. Landau, seconded by Dr. Coetzee, 
but Dr. Landau declined nomination; Dr. Schaffer proposed 
Dr. Sichel, seconded by Mr. Currie; Dr. Struthers proposed 
Mr. Currie, seconded by Dr. Coetzee; Dr. Zabow proposed 
Dr. J. H. L. Shapiro, seconded by Mr. Baigrie; Dr. Sichel 
proposed Dr. Coetzee, seconded by Mr. Currie; Mr. Macken- 
zie proposed Dr. Paterson, seconded by Mr. Currie; Mr. Jou- 
bert proposed Mr. Baigrie, seconded by Mr. Madden: Dr. 
J. H. L. Shapiro proposed Dr. Hofmeyr, seconded by Dr. 
Coetzee. Dr. J. H. L. Shapiro asked that his name be with- 
drawn from the election. 

A ballot vote was taken and the same scrutineers were ap- 
pointed to act. 

In due course the Chairman announced that as a result 
of the ballot Messrs. Currie and Baigrie and Drs. Sichel, 
Coetzee and Hofmeyr had been elected. Acclamation. 

14. Election of Central Committee for Contract Practice. 
It was Agreed that the same formula which had been used 
previously should be followed on this occasion. Accordingly, 
members representing various Branches and groups of Bran- 
ches were asked to meet in caucus and decide which of their 
members should be nominated to this Committee. 

Council Agreed that the result of these caucus meetings 
would be made known at a later stage. 

15. Minutes of Meeting held in Pretoria on 3, 4 and 5 
March 1960. It was proposed by Dr. Broomberg, seconded 
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by Dr. Alexander and Resolved that the Minutes be Cen- 
firmed. They were <5 by the Chairman. 

16. Illness of Dr. W. F. Purcell. The Chairman reminded 
the Meeting that Be. ‘Purcell, of Cape Town, who had been 
a member of the former Council, had been and was still very 
ili. Council Agreed that a letter be sent to Dr. Purcell, wishing 
him a speedy recovery. 


HONOURS 


17. Association's Gold Medal. The Secretary stated that at 
the last Meeting of Council a nomination had been received 
in the prescribed form over the names of Drs. Waks, du Toit 
and Grundlingh, that the Association’s Gold Medal be awarded 
to Dr. J. H. Struthers for outstanding services to the Associa- 
tion and the profession. 

A ballot vote was taken, and in due course the Chairman 
announced that the Association’s Gold Medal had been awar- 
ded to Dr. Struthers. Acclamation. 

Mr. Currie requested that the presentation of the Gold 
Medal to Dr. Struthers be postponed until it could be made 
at the 1961 Congress. Dr. Struthers agreed with this sugges- 
tion, and he thanked the Council for the honour bestowed on 
him which he greatly appreciated. Acclamation. 

18. Association's Bronze Medal. The Secretary stated that 
a nomination had been received over the names of Drs. 
Sichel, Turton and Joubert, that the Association’s Bronze 
Medal be awarded to Dr. W. Chapman for meritorious ser- 
vice to the Association. 

A ballot vote was taken, and in due course the Chairman 
announced that the Association’s Bronze Medal had been 
awarded to Dr. Chapman. Acclamation. 

19. Emeritus Membership. The Secretary stated that a 
recommendation for Emeritus-Membership in respect of Dr. 
H. Egerton Brown had been received from the Natal Inland 
Branch. 

It was Agreed that the accompanying citation be taken 
as read, and by a show of hands Council Agreed that Dr. 
Egerton Brown be elected to Emeritus Membership of the 
Association. Acclamation. 

MATTERS ARISING OUT OF THE MINUTES 

20. Assistants for Part-time Specialists to Benefit Societies. 
It was reported that at the last Meeting of Council a recom- 
mendation from the Executive Committee, reading “That as 
this matter is to be discussed by the South African Medical 
and Dental Council at its forthcoming meeting, no action be 
taken by the Federal Council at this stage’, had been put 
to the vote and carried. Apparently the Medical Council had 
reached no decision in this regard. 

At the previous Meeting of Federal Council notice of motion 
had been given over the names of Dr. M. Shapiro and Mr. 
lr. B. McMurray, “That the resolution under Item 12 of the 
Minutes of the Meeting of Council held in September 1959 
be rescinded’. The relevant resolution read: “That holders of 
benefit society appointments may employ assistants, but that 
they should in normal circumstances do the bulk of the work 
themselves’. 

In the discussion which followed, it was pointed out that 
it would be for the Medical Council to formulate an ethical 
rule in this connection if such a rule was considered to be 
necessary, 

Finally, the motion to rescind the resolution taken in Sep- 
tember 1959 was put to the vote and Carried by 36 votes to 8. 

21. Registration of Optometrists. It was reported that the 
rules regarding the conditions under which registered optome- 
trists may carry on their calling had been published in 
Government Notice No. R.970 of 8 July 1960. 

A letter from the Ophthalmological Society of South Africa 
was submitted, in which it was requested that representations 
be made regarding certain restrictions which were to have been 
contained in the rules in connection with the examination of 
children between the ages of 8 and 15 years. A resolution from 
the Group was submitted, reading: 

‘The Ophthalmological Society of South Africa reminds 
Federal Council that certain restrictions in regard to the 
examination by opticians of children aged 8 to 15 years were 
envisaged in the compromise agreement, but no such restric- 
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tions have been embodied in the rules passed by the 7Ist 
meeting of Medical Council in March 1960, although such 
restrictions were fully debated by the ad hoc committee whose 
report was before the meeting. We therefore urgently request 
Federal Council to use its good offices to delay the promul- 
gation of the new rules until provisos re the 8 to 15 years 
old group can be included’. 

After discussion it was proposed by Dr. M. Shapiro, secon- 
ded by Dr. Zabow, “That representations be made to the 
Minister of Health and/or the South African Medical and 
Dental Council in support of the resolution of the Ophthalmo- 
logical Society taken at its meeting on 9 July 1960’. On being 
put to the vote, this proposal was Carried Nem. Con. 

22. Government Commission of Enquiry into High Costs of 
Medical Services and Medicines. The Secretary informed Coun- 
cil that the memorandum which had been submitted to the 
Commission of Enquiry had been succeeded by a questionnaire 
from the Secretary of the Commission, and that the Executive 
Committee at its meeting on the previous day had decided that 
the Secretaries of the Association should deal with the ques- 
tionnaire immediately after the Council Meeting and submit the 
additional information required by the Commission. Noted. 

Council adjourned for lunch at 

1 p.m. and reassembled at 2.25 p.m. 
23. Report on World Medical Association General Assem- 
hly, Berlin, September 1960. The Chairman stated that Dr. 
Emilia Krause, of Bloemfontein, who had been the Associa- 
tion’s official delegate at the World Medical Association 
General Assembly in Berlin, was present. With Council's 
consent he invited her to present her report on the meeting. 

Dr. Krause spoke at some length and emphasized the diffi- 
culty which she had had in answering the questions which 
had been put to her at the meeting particularly in regard to 
the factual report which had been submitted by the Secretary 
of the Association to the Council of the World Medical 
Association. She stated that it had been impossible for her 
to give all the answers which were required and that she 
felt it was necessary that a Secretary of the Association be 
present at future meetings of the General Assembly. She 
went on to refer to the resolution which had been put for- 
ward by the Ghana Medical Association to declare the 
Continent of Africa a separate region of the World Medical 
Association, having a Regional Secretary of its own, and 
stressed the importance of the part which South Africa could 
play in this connection and in assisting the emerging States 
of Africa and their development elong medical association 
lines. 

Dr. Krause’s address was received with acclamation, and at 
its conclusion she answered certain questions. 

The Chairman thanked Dr. Krause on behalf of the Coun- 
cil for the interesting and informative statement which she 
had made. 

Dr. Krause then left the Meeting. 

24. Election of Central Committee for Contract Practice. 
At this stage the Secretary announced the results of the nomi- 
nations to the Central Committee for Contract Practice as 
follows: 

O.F.S. and Basutoland Branch: Dr. van der Riet. 

Cape Midland Branch: Dr. Albert. 

Southern Transvaal Branch: Drs. Agranat, 
and Spiro, with Dr. Frootko as alternative. 

Border Branch: Dr. Alexander, 

Eastern Transvaal Branch: Mr. Mackenzie. 

Natal Coastal Branch: Drs. Duncan and Pooler. 

Cape Western Branch: Mr. Baigrie and Drs, J. H. L. 
Shapiro, Zabow and Paterson. 

Northern Transvaal Branch: Drs. Lawrance and de Villiers. 

Vaal River Branch: Dr. van Heyningen. 

Other Branches: Dr. Gillwald and Mr. Kretzmar. 

Council Agreed that these members form the Central Com- 
mittee for Contract Practice. 

25. Retirement Annuity Fund. The Chairman reminded 
members that at the last Meeting of Council it had been 
agreed that the Association should establish a Retirement 
Annuity Fund in conformity with the amendment to the 
Income Tax Act. In attempting to meet this requirement of 
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Council, 3 Trustees of the Fund had been appointed by the 
Executive Committee, viz. Dr. Sichel and Messrs. Currie and 
Joubert. He referred to a report by the Trustees which had 
been submitted and which contained 3 recommendations to 
reading: 

That participation in Retirement Annuity Fund business 
be ‘limited in the Association to the interest normally taken 
in insurance matters which are dealt with by the Association’s 
Medical Insurance Agency. 

‘2. That whereas the figures quoted by the insurance com- 
panies providing retirement annuity funds are very similar, 
at this stage members of the Association be advised to join 
a fund administered by one or other of the insurance com- 
panies with which the Association has business arrangements. 

‘3. That whereas the scheme suggested by the Board of 
Executors of Cape Town would seem to bear further in- 
vestigation, the Secretary be instructed to continue to watch 
the interests of the Association in this regard.’ 


After discussion it was proposed by Dr. Osler that the 3 
recommendations be adopted. 

Dr. M. Shapiro proposed an amendment that they be con- 
sidered seriatim. On being put to the vote, this amendment 
was Lost by 16 votes to 31. 

Dr. M. Shapiro then moved a further amendment, ‘That all 
tne words after the first “That” in the first paragraph be 
deleted’. This proposal was seconded by Dr. Segall. It was 
put to the vote and Lost. 

The 3 recommendations of the Trustees were then put to 
the vote and were Carried by 35 votes to 6. 

A recommendation from the Executive Committee was sub- 
mitted, reading: “That Dr. Tonkin be permitted to accept an 
invitation to serve as a trustee on the Retirement Annuity 
Fund to be set up under the auspices of the Board of Execu- 
tors in Cape Town’. 

Discussion followed and as a result of some of the views 
expressed, Dr. Tonkin stated that he was not willing to press 
the matter and would decline the invitation made to him. 

In the circumstances it was proposed by Dr. M. Shapiro 
and Agreed that the question be not put. 

26. Rescission of Resolution. It was reported that at the 
Meeting of the Federal Council held in September 1959 atten- 
tion had been drawn to a copy of a letter addressed by the 
South African Medical and Dental Council to the South African 
Pharmacy Board. It had been agreed at that time that an 
approach should be made to the South African Medical and 
Dental Council with the request that a certain paragraph in 
the letter be withdrawn. The Secretary had pointed out to the 
Executive Committee, however, that it was hardly the func- 
tion of the Federal Council to interfere in correspondence 
between two statutory bodies, and the Executive Committee 
had thus instructed the Secretary not to proceed in the mean- 
time. As a result, notice of motion had been given over the 
names of Dr. Turton and Mr. Currie, reading: ‘That the 
decision taken in Minute 113 of the record of the Meeting 
of Federal Council held in East London in September 1959, 
be not implemented, and that at the following Meeting of 
Council it be resolved that the resolution contained in that 
Minute be rescinded’. 

On being put to the vote, Dr. Turton’s motion was Carried. 

27. Short-term Appointments for British Graduates at South 
African Hospitals. A memorandum had been submitted by 
Dr. Schaffer who had represented the Association at the last 
British Commonwealth Medical Conference. 

In amplifying his memorandum, Dr. Schaffer referred to the 
large number of South African practitioners who sought post- 
graduate work for study reasons in the United Kingdom, and 
he stressed the necessity for South Africa to provide some 
reciprocal gesture in this regard. 

After discussion Council Agreed that the matter be referred 
back to the Executive Committee in order that further infor- 
mation might be obtained. 


EXECUTIVE COMMITTEE 


28. Report of the Executive Committee. Dr. Struthers pre- 
sented this Report and stated that the Committee had not met 
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since the last Meeting of Council until the day preceding the 
present Council Meeting. It had, however, dealt with a cer- 
tain number of matters by correspondence. Noted. 

29. Medical Students Accompanying General Practitioners on 
Their Rounds. It was reported that a request had been 
received from the Association of Medical Students of South 
Africa that students in their clinical years should be allowed 
to accompany general practitioners on their rounds in order 
to obtain a better concept of the conditions of general prac- 
tice. The Committee had agreed that an approach be made 
to the Branches in this regard. 

The Secretary stated that several Branches had agreed to 
cooperate in this matter, and that only one had replied that 
its members were unwilling to assist students in this way. 

Council Resolved that the aciion of the Executive Committee 
be Confirmed and that students be assisted as far as possible 
in this connection. 


30. Refugees from the Belgian Congo. It was reported that 
the Deputy Chairman of Council had requested that the 
Branches be approached in regard to this matter and that 
it be pointed out that as most of the refugees had suffered 
considerable hardship and were in financial straits, members 
should be requested to show every consideration to these 
people when treating them. The Minister of Health had 
expressed his appreciation of this action. Noted. 

31. Appointment — Secretary for Health. It was reported 
that when an article had appeared in the lay press regarding 
the possibility of the appointment of a layman as Secretary 
for Health, an Editorial article had appeared in the Journal 
and an approach had been made direct to the Minister of 
Health. Subsequently Dr. B. Maule Clark had been appointed 
to this position. Noted. 


32. New Committees of Council. It was reported that this 
matter had been raised at the last Meeting of Council and 
had been referred to the Executive Committee for further 
consideration. As a result the Executive Committee had agreed 
to recommend to Council ‘That the suggestion to appoint 
new Standing Committees be further explored by an ad hoc 
committee to be appointed at this Meeting’. 

Discussion followed, in which it seemed that the consensus 
of opinion was against pursuing the matter. 

Finally the recommendation of the Executive Committee 
was put to the vote and was Lost by 12 votes to 28. 


33. Expulsion from Meetings. It was reported that at the last 
Meeting of Council Standing Order 44 had been referred to 
the Executive Committee for clarification. Having considered 
the matter, the Committee had agreed to recommend to Coun- 
cil that Standing Order 44 be amended by the addition of the 
sentence: “The Chairman may call upon any member to leave 
the Meeting for the remainder of the session if in his opinion 
the member is obstructing the progress of the Meeting’. 

After short discussion the recommendation of the Executive 
Committee was put to the vote and Lost, there being only 15 
voters in its favour. 

34. Amendment of Constitution of Natal Coastal Branch. It 
was reported that at the last Meeting of Council the question 
of the amendment of the Rules of the Natal Coastal Branch 
had been referred to the Executive Committee for attention. 
The Committee had considered the Rules as amended and had 
approved their adoption. 

Council Confirmed the action of the Executive Committee. 

35. Detention under the Emergency Regulations. It was 
reported that a letter had been received from the Cape Western 
Branch in regard to a member who had been detained under 
the Emergency Regulations, with the request that representa- 
tions be made for his release on account of hardship and loss 
of practice. The Executive Committee had agreed that while 
the Association would always be ready to protect the interests 
of its members in their professicnal activities, it would not 
necessarily do so in matters outside the professional sphere. 
+ seated the Committee had resolved that no action be 
taken. 

Council Confirmed this opinion. 

It was further reported that correspondence had taken place 
with an organization set up in England and known first as 
‘Medical Aid for South Africa’ and later as the ‘Medical Com- 


17 Dese 


mittee A 
Agreed t 
36. Re 
was Tepe 
Sichel at 
Fund. A 
37. M 
been ref 
drawn t 
for the i 
After 
not proc 
on the 
Dr. S 
38. R 
Cape. CL 
stage, b 
Services 
time aft 
39. E 
Cape. It 
tee for | 
some ye 
was nor 
consiste 
membet 
tain off 
mittee V 
Coun 
Joubert 
additior 
would | 


nothing 
41. 
Drs. Br 
to serv 
elected 
Executi 
42. 
Orange 
Execut 
were 
usually 
Basuto 
negotia 
Admin 
time st 
also th 
School 
the Pr 
large | 
43. 
Orange 
der Ri 
Resolv 
for the 
44. 
Medic 
stated 
Oostht 
Dental 
in ord 
of dor 
in the 
Counc 
The 
Counc 


n 
Oosth: 
felt ci 
for o 
domic 
macy 


i 
| 
Cape. 

40. R 
Mr. Ar 
vincial 
ae 
i 
J 
Hes 
> 


r 1960 


ing the 
| cer- 


mers on 


uffered 
embers 
> these 
th had 


eported 
garding 
-cretary 
Journal 
Ster of 
pointed 


lat this 
cil and 
further 
agreed 
appoint 
ad hoc 


nsensus 
nmittee 


the last 
to 
sidered 
Coun- 
of the 
leave 
ypinion 


ecutive 
15 


nch. It 
uestion 
Branch 
ention. 
nd had 


tee. 

It was 
Vestern 
under 
esenta- 
id loss 
while 
iterests 
ld not 
sphere. 
ion be 


| place 
irst as 
Com- 


17 Desember 1960 


mittee Against Racial Discrimination in South Africa’. Council 
Agreed that this be Noted without comment. 

36. Retirement Annuity Fund — Appointment of Trustees. It 
was reported that the Executive Committee had appointed Dr. 
Sichel and Messrs. Currie and Joubert to act as Trustees of this 
Fund. Noted. 

37. Medical Insurance. It was reported that this matter had 
been referred to the Executive Committee, and attention was 
drawn to a number of documents submitted by the Committee 
for the information of Council. 

After short discussion Council Agreed that the matter be 
not proceeded with at that stage but that it receive attention 
on the following morning. 

Dr. Struthers then moved the adoption of the Report of the 
Executive Committee. Council Resolved accordingly. 

38. Report of the Augmented Executive Committee for the 
Cape. Dr. Sichel stated that he had nothing to report at that 
stage, but that he understood that the Director of Hospital 
Services would call a meeting of the Liaison Committee some 
time after the Council Meeting. Noted. 

39. Election of Augmented Executive Committee for the 
Cape. It was explained that the Augmented Executive Commit- 
tee for the Cape, as elected by Federal Council, had not met for 
some years, and that contact with the Provincial Adminisiration 
was normally kept at the level of the Liaison Committee which 
consisted of 3 members appointed by the Association and 3 
members appointed by the Provincial Administration, with cer- 
tain officials in attendance. The Chairman of the Liaison Com- 
mittee was the Director of Hospital Services. 

Council Agreed that Dr. Sichel and Messrs. Currie and 
Joubert continue to act on the Liaison Committee, and that in 
addition to these 3 members Mr. Kretzmar and Dr. Albert 
would serve on the Augmented Executive Committee for the 
Cape. 

40. Report of the Augmented Executive Committee for Natal. 
Mr. Armitage reported that negotiations with the Natal Pro- 
vincial Administration were still proceeding and that he had 
nothing further to report at that stage. Noted. 

41. Election of Augmented Executive Commitiee for Natal. 
Drs. Broomberg, Pooler, Rossiter and Whitsitt were nominated 
to serve on this Committee. and Council Resolved that they be 
elected to assist Mr. Armitage in the work of the Augmented 
Executive Committee for Natal. 

42. Report of the Augmented Executive Committee for the 
Orange Free State. Dr. Theron reported that the Augmented 
Executive Committee normally did not meet, as the members 
were widely scattered. In the circumstances negotiations were 
usually conducted by the Branch Council of the O.F.S. and 
Basutoland Branch. He submitted a short report dealing with 
negotiations which had been carried on with the Provincial 
Administration in an attempt to have the work of the part- 
time staffs of hospitals placed on a session basis. He reported 
also that a Planning Committee for a Postgraduate Medical 
School had been set up and had been favourably received by 
the Provincial Administration. which had agreed to build a 
large lecture theatre in the hospital grounds. Noted. 

43. Election of Augmented Executive Committee for the 
Orange Free State. Drs. Gilliland, Gillwald, Troskie and van 
der Riet were nominated to assist Dr. Theron. and Council 
Resolved that they form the Augmented Executive Committee 
for the Orange Free State. 

44. Requirement of ‘Domicile’ in so far as Registration of 
Medical and Dental Practioners is Concerned. The Chairman 
stated that the ex-Chairman of Council had invited Prof. S. F. 
Oosthuizen, the President of the South African Medical and 
Dental Council, and Prof. G. A. Elliott, to attend the Meeting 
in order to address Council on the question of the requirement 
of domicile for registration as a medical or dental practitioner 
in the Union. He referred to the request made by the Medical 
Council that the Association should discuss this matter. 

The Chairmas then introduced Professor Oosthuizen to 
Council and asked him to proceed with his address, 

In thanking the Council for receiving him, Professor 
Oosthuizen referred to the numerous matters which his Council 
felt called upon from time to time to refer to the Association 
for opinion. He went on to point out that the question of 
domicile had been written into the Medical, Dental and Phar- 
macy Act at the time that it had been passed. This made it 
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necessary for a person seeking medical registration in the Union 
to be domiciled in this country. The same requirement was not 
applicable in the United Kingdom, and as a result the question 
of reciprocity had been brought under review as it had been 
contended by some that there was not equal reciprocity as long 
as the domicile clause remained in our Act. He referred to the 
large number of South African practitioners who visited the 
United Kingdom for postgraduate-study, and expressed the 
opinion that their position should not be jeopardized. He 
stressed the urgency of the matter and asked that it be given 
consideration at the earliest possible time. 

The Chairman thanked Professor Oosthuizen for his address 
and called upon Professor Elliott to add any remarks which he 
thought might be appropriate. 

Professor Elliott responded, and at the conclusion of his 
address the Chairman asked if there were any questions which 
members wished to put to the speakers. 

A number of members asked questions which were answered 
by Professor Oosthuizen. 

In conclusion the Chairman thanked Professor Oosthuizen 
and Professor Elliott for attending the Meeting and for speaking 
on this subject. A vote of thanks was accorded with acclama- 
tion. 

Council adjourned at 6.10 p.m. 


THURSDAY 20 OCTOBER 


The meeting commenced at 9.5 a.m. 

45. Report Regarding the Medical Services Plan. The Chair- 
man asked Dr. M. Shapiro to present this Report. 

In doing so, Dr. Shapiro referred to the Report of the First 
Annual General Meeting of the Plan which had been circula- 
ted to all members and which gave information in regard to 
the position of the Plan up to the end of April 1960. He 
referred also to a supplementary Report prepared by the 
Manager of the Plan which brought the position up to date 
to | October 1960. 

At the conclusion of his Report, Dr. Shapiro asked if any 
members wished to have further information. 

Dr. Lawrance asked a number of questions, to which replies 
were given. 

Considerable discussion followed, during which many more 
members asked questions. 

In due course Dr. Shapiro replied to the questions, and 
finally he moved the adoption of his Report. Council Resolved 
accordingly. 

46. Report on Medical Insurance, Following on Minute 37 
above, Dr. Struthers presented this Report on behalf of the 
Executive Committee. A number of documents were submitted, 
and Dr. Struthers amplified these, outlining the actions of the 
Committee since the last Meeting of Council. He included in 
his factual statement reference to a Newsletter circulated by 
the Border Branch in regard to the negotiations which were 
taking place at the time. 

Council Resolved that the Report be accepted but that there 
be no discussion on it at that stage. Council further Resolved 
that as the discussion was likely to be prolonged, there should 
be a night sitting. ; 

CENTRAL COMMITTEE FOR CONTRACT PRACTICE 


47. Report of the Central Committee for Contract Practice. 
The Chairman invited Mr. Mackenzie to present this Report 
with particular reference to those matters which dealt with 
medical aid, as it was understood that there would be certain 
resolutions put to Council which would have a bearing on the 
discussion on medical insurance. Noted. 

48. Income Ceiling for Medical Aid Societies, and In- 
corporation of Additional Firms. Mr. Mackenzie referred to 
Item 5 of his Committee’s Report dealing with this subject. 
He drew attention to a resolution passed by Council in April 
1949 in which the number of members of a medical aid 
society earning over £1,500 was limited to 3% and that there 
be an income ceiling of £2,500 for medical aid society 
members. He mentioned further that notices of motion to 
rescind the resolution containing these new rules had been 
placed before Council at its Meeting in September 1959. When 
due to be discussed at the Council Meeting held in March 
1960 they had been deferred to the present Meeting. Mr. 
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Mackenzie went on to state that his Committee had considered 
this matter seriously and had agreed to recommend to Council 
that the resolution containing these two rules be rescinded at 
the present Meeting, so that in future medical aid societies 
would have only one rule regarding income with which to 
conform, i.e. a rule requiring the members of such a Society 
to have an average income of not more than £1,100 per 
annum, 

Discussion followed and it was mentioned that the Executive 
Committee had considered this matter in relation to the 
problems raised by the insurance companies. Accordingly the 
Executive Committee had agreed to recommend to Council: 

‘1. That following the notice cf motion given at the Council 
Meeting in September 1959, the rules requiring members of 
approved medical aid societies to have a ceiling income of 
£2,500 and that not more than 3% of members may earn more 
than £1,750, be rescinded, but that the average income of 
£1,100 for medical aid society members remain. 

‘2. That grouns within the insurance companies be recog- 
nized and approved if they conform with a rule requiring them 
to have a ceiling income to be determined and certain other 
standing rules applicable to medical aid societies. 

‘3. That all insured persons whose incomes are below the 
income ceiling be placed in an approved group on their own 
for whom the insurance companies agree to pay the doctors’ 
fees “direct and in full” according to the Tariff of Fees for 
Approved Medical Aid Societies. 

‘4. That insured persons whose incomes are over the deter- 
mined ceiling be placed in a different category so that the 
insurance companies will pay direct to them any indemnity 
due and they will be classed by doctors as private patients 
from whom they will collect their fees.” 

Further discussion followed regarding the necessity to rescind 
the resolution taken at the previous Meeting of Council 
which required insurance company groups to conform with the 
rules laid down for approved medical aid societies. 


Council adjourned for lunch 
from 12.40 p.m. to 2.45 p.m. 


Soon after the resumption, it was proposed by Dr. M. Shapiro, 
seconded by Dr. Zabow, ‘That the policy of the Association in 
regard to insurance companies be reviewed’. 

Later an amendment was proposed by Dr. Theron, seconded 
by Dr. Troskie, “That Council review the resolution taken 
in March 1960, in the light of the negotiations which have 
taken place with the insurance companies to date’. 

Subsequently, with the permission of his seconder and 
the approval of Council, Dr. M: Shapiro withdrew his pro- 
posal. As a result, Dr. Theron’s amendment was put to 
Council as a substantive motion and was Carried with 1 
dissentient vote. Dr. Penn asked that his vote be recorded 
against the motion. 

49. Recognition of Insurance Company ‘Groups’. Mr. 
Mackenzie reported that applications had been received for 
the recognition of a considerable number of groups, both 
from the S.A. Mutual and SANSOM. He stated that he felt 
that the Council should deal with these applications before 
proceeding to review the position regarding future applica- 
tions, as those which had been submitted conformed with 
the rules as they stood at the time of the March resolution. 

Coucil, however, Resolved that it proceed to review the 
whole question. 

Prolonged discussion followed, and as an amendment to the 
recommendations of the Executive Committee contained in 
Minute 48 above, it was proposed by Dr. M. Shapiro, seconded 
by Dr. Zabow: ‘That a graded tariff of fees and of contribu- 
tions be applicable to patients of all insured groups and other 
than approved medical aid societies, and that such gradings 
be determined in relation to the incomes of the insured per- 
sons and the sizes of their families, provided that payment 
is made direct and in full to the practitioner by the insurer’. 

After further discussion the amendment was put to the vote 
and was Lost, there being 16 votes in its favour. 

The recommendations of the Executive Committee were then 
put to the vote and were Carried with 5 dissentient votes. 
Drs. Zabow, M. Shapiro, Adler, Bernstein and Schneider 
asked that their votes be recorded against the resolution. 
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Discussion then followed regarding the negotiations which 
were to take place between the Association and the two 
insurance companies. Censiderable indignation was expressed 
regarding cheques which were being sent to doctors by the 
S.A. Mutual Medical Aid Society. 

Eventually it was agreed that Council adjourn and resume 
the discussion after dinner. 

Council adjourned from 

6.15 p.m. to 8.30 p.m. 
Before discussion was resumed, the Acting Chairman read 4 
telegram received from Professor Oosthuizen, conveying his 
thanks for the reception given to him on the previous day, 
This was Noted witn acclamation. 

Discussion followed regarding the attitude to be adopted 
by Association members to the cheques paid to them by the 
S.A. Mutual Medical Aid Society. 

It was proposed by Dr. de Villiers, seconded by Mr. 
Baigrie: “That, subject to a preamble which clearly states the 
legal position with regard to acceptance, return or alteration 
ef anv cheque, this Council instructs the members of the 
Association as follows: 

‘1. If the docter deems the amount of the cheque suitable 
to the services rendered, he should accept it and deposit it. 

‘2. If the doctor thinks. the amount unsuitable for any 
reason, he should negotiate directly with his patient and if 
necessary return the cheque to the sender. 

‘3. If all cheques with a 20% reduction are said to have 
been issued in error, they should be returned for correction, 

An amendment was proposed by Dr. Zabow, seconded by 
Dr. Adler: “That Federal Council resolves that as at this 
stage no agreement is in force with the insurance companies, 
members who have been tendered cheques for reduced amounts 
in full settlement of their accounts be advised to return these 
cheques and advise their patients accordingly’. 

A second amendment was proposed by Dr. Geerling, se- 
conded by Dr. Gillwald: 

‘1. That members be advised that they may accept the 
S.A. Mutual cheques under protest up to 30 November 1960. 

‘2. That before this date they be informed of the result 
of negotiations which are to be conducted by the Federal 
Council. and given further advice. 

‘3. That members be also advised that all cheques with 
the 20% reduction may be assumed to have been issued in 
error and should therefore be returned to the sender for 
adjustment.” 

Prolonged discussion followed, and finally the amendment 
proposed by Dr. Geerling was put to the vote and Carried by 
29 votes to 13. It was then put as the substantive motion and 
Carried, there being 12 votes against it. 

After further discussion it was proposed by Dr. Schneider, 
secended by Dr. Adler, ‘That no further negotiations regarding 
medical aid groups will be undertaken with insurance compa- 
nies, and no further groups will be recognized, until satis- 
factory arrangements re matters affecting the dignity of the 
profession and payment of fees have been finally settled 
between the Medical Association and the insurance companies. 
Council Resolved accordingly. 

Recommendations from the Central Committee for Con- 
tract Practice were submitted, reading: 

‘1. That previous resolutions of Council requiring prior 
approval of Council for the incorporation of new firms into 
existing medical aid societies be rescinded. 

‘2. That as the rule restricting the number of members 
of a medical aid society earning over £1,750 tq 3% which 
has constantly been applied has never been confirmed by 
Council, the Committee recommends that the relevant clause 
be deleted from the rules governing medical aid societies. 

After discussion, the first of these recommendations was 
put to the vote and was Carried by 35 votes to 1. Dr. Law- 
rance requested that it be recorded that he had abstained from 
voting. 

It was proposed by Dr. Lawrance that Council adjourn 
and that the second recommendation be dealt with on the 
following morning. Council Avreed accordingly. 

Council adjourned at 11.10 p.m. 


(to be continued) 
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43rd MEDICAL CONGRESS (M.A.S.A.), CAPE TOWN, 24-30 SEPTEMBER 1961 : 43ste MEDIESE 
KONGRES (M.V.S.A.), KAAPSTAD, 24-30 SEPTEMBER 1961 


HOBBIES (ARTS AND CRAFTS) 
EXHIBITION 


The Organizing Committee of Congress has decided to hold 
a Hobbies (Arts and Crafts) Exhibition and has appointed a 
Hobbies Sub-Committee to make the arrangements. The 
Exhibition will be open to all medical men and their families 
and there will be no restriction on the type of hobbies to be 
displayed. Similar exhibitions have proved very popular and 
successful at previous Congresses and it is hoped that on this 
occasion too, the exhibition will be well supported. All kinds 
of arts and crafts will be on view and collections of various 
kinds can also be exhibited. 

The Hobbies Sub-Committee intends to ask the Fine Arts 
Department of the University of Cape Town to assist in 
hanging and displaying the pictures and pieces of sculpture 
submitted. 

Glass cabinets which can be locked as well as wall cabinets 
of suitable sizes will be made available for display of collec- 
tions which should be suitably labelled. All collections and 
objects on display will be adequately covered by insurance 
against fire and burglary. It would greatly facilitate the work 
of the Hobbies Sub-Committee if those intending to exhibit 
would indicate as early as possible: (a) The nature of their 
hobby, (4) the nature of the exhibits; (c) the number of ex- 
hibits to be submitted; and (d) approximately how much space 
will be required. 


A second announcement will be made in February 1961, 
which will indicate the plans of the exhibition and what 
arrangements for delivery, reception, and insurance have been 
made. 

T. Schrire, 
Chairman, Hobbies (Arts and Crafts) 
Sub-Committee 
Medical House 
35 Wale Street 
Cape Town 
22 November 1960 


UITSTALLING VAN STOKPERDIJIES 
(HANDWERK EN KUNS) 


Die Organiserende Komitee van die Kongres het besluit om ’n 
uitstalling te hou van stokperdjies (handwerk en kuns) en het 
‘n Sub-komitee vir Stokperdjies aangestel om die reélings te 
behartig. Die uitstalling sal ook wees vir alle geneeshere en 
hul gesinne en daar is geen beperking wat betref die soort 
stokperdjie wat vertoon kan word nie. Soortgelyke uitstallings 
by vorige kongresse was gewoonlik baie populér en suksesvol 
en daar word gehoop dat ruim ondersteuning ook by hierdie 
geleentheid getoon sal word. Alle soorte handwerk en kuns 
sal vertoon word en versamelings van verskillende soorte kan 
ook aangebied word. 

Die Sub-Komitee vir Stokperdjies is van voorneme om die 
Departement van Kuns van die Universiteit van Kaapstad te 
nader met die versoek om hulp te verleen by die ophang en 
uitstal van portrette en beeldhouwerk wat aangebied mag word. 


Glaskassies wat gesluit kan word sowel as muurkassies van 
geskikte grootte sal beskikbaar gestel word vir die uitstalling 
van versamelings; die uitstalling moet goed gemerk wees. Alle 
uitstallings en voorwerpe wat vertoon word, sal gedek word 
deur versekering teen brand en diefstal. Dit sal die werk van 
die beplanningskomitee baie vergemaklik as die voornemende 
uitstallers so vroeg moontlik sal aandui: (a) Die aard van die 
stokperdjie; (b) die aard van die voorwerpe vir uitstalling; 
(c) die aantal voorwerpe; en (d) hoeveel ruimte, min of meer, 
nodig sal wees, 

‘n Tweede aankondiging sal teen ongeveer Februarie 1961 
uitgestuur word waarin die planne vir die uitstalling, en die 
reélings vir aflewering, ontvangs en versekering uiteengesit sal 
word. 

T. Schrire, 
Voorsitter, Stokperdjie (Handwerk en Kuns) 
Uitstallings Sub-Komitee 
Mediese Huis 
Waalstraat 35 
Kaapstad 
22 November 1960 


UNIVERSITY NEWS : UNIVERSITEITSNUUS 


UNIVERSITY OF CAPE TOWN: EXAMINATION RESULTS 


The following candidates successfully completed the require- 
ments for the degree of M.B., Ch.B. of the University of 
Cape Town, December 1960. 


Abdurahman, I. 


Ginsburg, A. D. 
Ackermann, J. R. W. 


Goodwin, S. D. 


Alstadt, S. S. Goss, L. H. 
Aronson, R. Hansa, I. E. 
Bekker, I. C. H. Hardie, Mrs. G. 
Brenner, H. J. Harris, R. D. 


Burman, R. H. 
Burns, D. G. 
Cheifitz, R. L. 
Cole. Miss G. C. 


Harwood-Nash, D. C. F. 
Hoffman, Miss M. N. 
Horner, Miss R. 
Hudson, A. R. 


Daniller, A. I. Immelman, E. J. 
Delport, A. D. Isaacson, P. G. 
Dembo, L. Joffe, H. S. 


De Villiers, V. P. 
Fitz-Patrick, Miss J. D. 
Gevers, W, 


Joseph, Miss D. C. 
Katzeff, I. E. 
Kester, R. C. 


Kotzé, P. J. Pokroy, B. E. 
Kritzinger, N. A. Rabkin, H. R. 
Kukard, R. F. P. Robertson, Miss R. M. 
Lewis, C. M. Sack, G. 
Mather, B. P. Samie, A. 
Maynard, J. G. Slobedman, E. 
Mears, J. W. W. Smith, B. M. 
Meller, J. Spilg, H. 
Mendels, J. Stauch, Miss F. 
Merkel, M. Tarlie, A. 
Misnuner, Z. Taylor, J. M. 


Theron, Miss M. S. 

Tonin, Miss C, T. 

van Coeverden de Groot, 

de Groot, 


Mitchell, A. B. S. 
Mitton, Miss G. C. 
Montgomery, S. B. 
Moshal, M. G. 
Parbhoo, S. P. 
Parker, B. D. 
Petersen, R. L. 
Pilot, L. M. J. R. 
Pimstone, N. R. 


van der Leek, A. H. 
van der Linden, R. H. 
Vasson, N. K. 

Zinober, Miss V. P. B. 
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ASSOCIATION NEWS 


17 December 1960 
VERENIGINGSNUUS 


CAPE WESTERN BRANCH: THIRD ANNUAL LEIPOLDT MEMORIAL LECTURE 


The third annual Leipoldt Memorial Lecture of the Cape 
Western Branch of the Medical Association of South Africa 
was held in the new Science Lecture Theatre, University of 
Cape Town, on 25 November 1960. The guest speaker was 
Lieut.-Col. C, Graham Botha, former Chief Archivist of the 
Union. 

Lieut.-Colonel Botha, who was a personal friend of the late 
Dr. C. Louis Leipoldt, gave an intimate and lively sketch of 
Dr. Leipoldt’s life. He traced Dr. Leipoldt’s family background 
and mentioned that he had no formal schooling, being taught 
at home by his father, who was a pastor. Nevertheless, Dr. 
Leipoldt qualified with a gold medal in medicine and surgery 
at Guy’s Hospital, London, and later became the first medical 
inspector of schools in the Transvaal. 

His great love for the Afrikaans language, his eminence as 
a poet and author, his work as Secretary of the Medical 
Association and Editor of the South African Medical Journal, 
his warmheartedness, the help he gave young doctors, and his 
provocative statements and actions, meant to stimulate dis- 
cussions and interest, were all surveyed by Lieut.-Colonel 
Botha. As an example of the provocative discussions he en- 
joyed initiating, his famous advice on feeding babies on wine 
rather than milk was recalled. 


PASSING EVENTS : 


Die Tak Simon van der Stel van die Suid-Afrikaanse Akademie 
vir Wetenskap en Kuns is op Dinsdagaand, 29 November, toe- 
gespreek deur twee lede van die Tak, nl. prof. A. J. Brink en 
dr. A. B. W. Ferreira. 

Professor Brink, wat saam met dr. P. T. Cairns hospitale 
in die V.S.A., Kanada, die V.K., en op die Vasteland van 
Europa besoek het, het gepraat oor indrukke van sy reis, met 
spesiale verwysing na hospitaalbeplanning. Hy het veral aandag 
bestee aan probleme wat in verband staan met réntgenterapie, 
isotope, mediese laboratoriums, metaboliese werk, steriliserings- 
dienste, en die hou van rekords. Professor Brink het ook 
gewys op die groot behoefte aan mediese opleidingskole in 
Amerika. Hy het aangetoon dat, tensy voldoen word aan hier- 
die behoeftes, Amerika voor ‘n ernstige tekort aan geneeshere 
te staan sal kom —’‘n tekort wat so groot kan word dat dit 
die afmetings van ‘n krisis aanneem. 

Dr. Ferreira het sy besoek aan model- ooghospitale in 
Europa beskryf. Hy het aangetoon hoe die vereistes vir, en 
behoeftes aan, ‘n ooghospitaal op alle vlakke verskil van dié 
van ander soorte mediese inrigtings. Hy het egter gesé dat 
‘n oogeenheid tog saam met ander hospitaalafdelings ge- 
groepeer behoort te word, maar wel as ‘n outonome en on- 
afhanklike eenheid. 


This biographical sketch was followed by a survey of the 
Union’s archives over the past 50 years; Lieut.-Colonel Botha 
described how he was the first person to be appointed to the 
position of Chief Archivist, an appointment which gave rise 
to some head-scratching among members of the press and 
other bodies to whom the word ‘archivist’ was a mystery. They 
included ‘chief orchidist’ and ‘chief anarchist’ among their 
versions of his title! 

Lieut.-Colonel Botha sketched the steps he took to obtain 
proper accommodation for the Union's archives; he had to 
fight much red tape and misunderstanding concerning the type 
of building he required. In the end, he had to accept a com- 
promise. He mentioned the way in which archives have to be 
kept to preserve them, and spoke of the facilities given to 
historical researchers and others who want to make use of the 
records. After visits to archives in Europe and America, he 
instituted a number of modern innovations. not without diffi- 
culty, which have brought our archives into line with the most 
progressive archives anywhere. These innovations include the 
use of microfilm, photostats and ultraviolet-ray machines. 

His lively delivery belied his years, and his pleasing persona- 
lity and obviously deep love for his subject made Lieut.- 
Colonel Botha’s address one to be long remembered. 


IN DIE VERBYGAAN 


Uit die bespreking wat gevolg het, het dit duidelik geword 
dat daar moet onderskei word tussen ‘n ideale ooghospitaal, 
wat desnoods goed op sy eie sou kon staan, en ‘n oogheel- 
kundige afdeling in ‘n opleidingshospitaal. Die doel en strewe 
van ‘n gebalanseerde opleidingshospitaal is om voorsiening te 
maak vir die opleiding van studente teen die agtergrond van 
hulle behoeftes as studente en die behoeftes aan die gemeen- 
skap waarin hulle moet gaan werk. 

* * 


SKF Laboratories Award for Postgraduate Clinical Study in 
South Africa, The Selection Committee has appointed Dr. Max 
Segal, of Springs, Transvaal, to this Award. 

The Selection Committee consists of Prof. J. F. Brock, Cape 
Town; Prof. E. H. Cluver, Johannesburg; Prof. G. A. Elliott, 
Johannesburg; Prof. J. H. Louw. Cape Town; Dr. H. A. 
Shapiro, Hon. Chairman, Johannesburg; Dr. M. Shapiro, Jo- 
hannesburg; Dr. M. M. Suzman, Johannesburg; and Prof. 
H. W. Snyman, Pretoria. 

ae 
Dr. Jack Abelsohn, of Cape Town, accompanied by his 
daughter Anna-Maxine, left by air on a visit to Israel, London 
and Italy, and will return before the middle of January 1961. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


‘*PENVIKAL’ 


Maybaker (S.A.) (Pty.) Ltd. announce the introduction of 
Penvikal brand potassium penicillin V granules for the ex- 
temporaneous preparation of 14 fl. oz. of oral solution, each 
teaspoonful of which contains 125 mg. penicillin V (as 
potassium salt), and supply the following information: 

The solution, prepared by the addition of water to the 
granules, should retain its potency under normal conditions 
of storage for 7 days in a cool place. The suggested average 
adult therapeutic dose of Penvikal is 125 mg.—250 mg. at 
intervals of from 2 to 4 hours, usually 250 mg. 4-hourly being 
given. The average dosage for children is half this and infants 
may be given a quarter of the adult dose. These quantities 
may be increased at the discretion of the physician. 

Potassium penicillin V is indicated in the treatment of 
infections due to most penicillin-sensitive organisms, including 
pneumococci, streptococci, staphylococci and some bacilli. It 


GRANULES 


has been used with success in the treatment of lobar and 
broncho-pneumonia, otitis media, throat infections, puerperal 
sepsis, erysipelas, cutaneous anthrax, bacterial endocarditis, 
pemphigus neonatorum, acute gonococcal urethritis and 
staphylococcal infections. Potassium penicillin V may also be 
employed for prophyiactic purposes including the prevention 
of streptococcal infection in rheumatic fever and for the pre- 
vention of transient bacteraemia following surgical trauma 
within the oral cavity in patients with heart disease or con- 
genital heart defect. 

Penvikal granules are supplied in a container to which 25 ml. 
of water should be added and the granules should be shaken 
until dissolved. In addition to granules Penvikal is available 
as tablets with break-lines containing respectively 125 mg. and 
250 mg. penicillin V (as potassium salt). 

Further information may be obtained from Maybaker (S.A.} 
(Pty.) Ltd., P.O. Box 1130, Port Elizabeth. 
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BOOK REVIEWS : BOEKBESPREKINGS 


FISIOLOGIE 
Principles of General Physiology, Vol. Il, General 
Physiology. Deur L. E. Bayliss. Pp. xxiii + 848. Geillu- 


streerd. Londen: Longmans. 1960. Verkrygbaar van Long- 

mans S.A. (Edms.) Bpk., Posbus 1616, Kaapstad. 
Spesialisasie het op die gebied van die fisiologie meegebring 
dat lewensverskynsels deesdae gesien word as probleme in die 
biochemie, die histologie, die farmakologie of die biofisika en, 
om vandag ’n volwaardige fisioloog te wees, vereis ’n belesen- 
heid wat selfs vir die mees entoesiastiese wetenskaplike ‘n 
onmoontlike taak geword het. 

In hierdie werk van Bayliss, een van twee baie lywige 
bande, vind ons ’n geintegreerde eenheid onder die opskrif 
algemene fisiologie’ waarin die hiervoorgenoemde spesialisa- 
sierigtings saamgevat is en tot een geheel saamgesnoer word. 
Dit is ‘n werk wat slegs deur die gevorderde student in die 
fisiologie met vrug gevolg kan word en dit handel oor die 
breé natuurwetenskaplike beginsels wat kenmerkend is van alle 
lewensvorme, soos bv. voeding en m>tabolisme, eksitasie en 
inhibisie, groei en voortplanting, ens. 

Die werk is ongetwyfeld ‘n lofwaardige onderneming van 
die allergrootste waarde vir sowel student as navorser, ‘n 
naslaanwerk wat ‘n ereplek verdien in alle mediese biblioteke 
en op die boekrak van sowel die bioloog as die fisioloog .Dit 
is ‘n waardige, gemoderniseerde opvolger van die klassieke 
werk van een van die grootste fisioloé van alle tye, William 
Bayliss, wat vir die eerste keer in 1915 verskyn -, _ 


DESCRIPTIVE AND DYNAMIC PSYCHIATRY 


By J. A. Smith, M.D., 


Psychiatry: Descriptive and Dynamic. 
Baillitre, Tindall & 


F.AC.P. Pp. 342. 56s. Od. London: 
Cox Ltd. 1960. 

The expressed aim of the author has been to describe con- 
cisely and make recognizable the various syndromes seen 
in psychiatric patients. He has been only moderately successful 


in this, for the briefness of the presentation of necessity makes 
for a rather superficial survey. In addition, controversial 
aspects have been studiously avoided and there is a certain 
lack of critical evaluation which makes psychiatry seem a cut 
and dried affair which it certainly is not. 

The general layout of the book and the treatment of the 
subject matter are sound although prosaic, with the rather 
surprising omission of a section on the organic psychiatric 
syndromes. The text is enlivened by case histories, and, at 
times, a rather wry humour; and an attempt has been made 
to weave some of the more complex psychodynamic formula- 
tions into it. 

This book will be useful for the non-specialist — medical 
students, general practitioners—as a general survey of the 
field, but they will have to seek further for a full under- 
standing of the subject and for practical help in dealing with 
many of the psychiatric cases they come across in the course 
of daily practice. LS.G. 


NURSING 


Modern Nursing. Theory and practice. By Winifred Hector. 
Pp. vii + 515, 145 figures. 30s. net. London: William Heine- 
mann Medical Books Ltd. 1960. 


This is a new book written by the principal tutor of St. 
Bartholomew's Hospital and based on her wide experience. 
Its 36 chapters cover the whole syllabus required by the 
General Nursing Council and deal with every aspect thoroughly 
and satisfactorily. 

The opening chapter stresses the needs of the patient as 
a person and not as a case, and the final chapter deals with 
the care of the aged in hospital. A useful, and indeed valuable, 
chapter is that which outlines the handling of psychiatric 
patients. 

The illustr: ‘ons are clear and numerous without being over- 
done, the index is adequate, and the whole is a book that is en- 
tirely satisfactory and which can be recommended with con- 
fidence. A.H.T. 


CORRESPONDENCE : BRIEWERUBRIEK 


MAJOR SURGERY IN SOUTH AFRICA 


To the Editor: We are greatly indebted to Dr. Lance Impey 
for a thoughtful and sincere article’ on the above subject. 
His well-marshalled array of facts and reasonings reflect the 
present trend of thought in many countries and we will do 
well to strive towards the day when major surgery is under- 
taken only by those with special training. But the immediate 
application of this ideal in South Africa cannot go un- 
challenged. 

My comments are founded not on many years of committee 
meetings and specialist practice in a large centre, but on 
5 years of general practice in a remote hospital town, and 
on 5 years of hospital work here and in the United Kingdom. 
I may therefore lay claim to have seen both sides of the 
problem. The problem is a vast one with many facets: my 
reasoning is offered with the sincere hope that it may be 
of assistance to those in high authority. 

Shortage of hospital beds in large centres. There is hardly 
any city whose surgical beds are not already overcrowded. 
Before the rural ‘self-trained surgeon’ can be relieved of his 
responsibilities towards his patients, the number of surgical 
beds in the large centres will have to be doubled. 

Transport. It is all very well to idealize about ‘mercy flights’ 
with their emotional impact, but will the State pay for air 
travel for surgical emergencies in the lower- income groups? 
At present it will not. The general practitioner in the remote 
cemre has to do his own Caesarean sections and trephines, 
or watch his patients die while he wrangles with his ambulance 
service and some registrar in a distant big hospital. I must 


Stress that it is the lower- and middle-income patient who will 
suffer if the country doctor is deprived of part of his training. 
_ The need for specially trained men in remote centres. If it 
is conceded that the ideal of bringing all major surgical 


emergencies to the big centres is unattainable at present, then 
the next course of action is for specially trained surgeons to 
be resident not more than, say, a 100 miles apart. The healthy 
tendency for general practitioners in group practice each to 
acquire extra training in one or other speciality will do much 
in future years to develop towards this ideal, but just at present 
there is an unhealthy reverse trend with more and more 
doctors forsaking the country for specialist practice in the cities. 

The remote hospital towns with no specially trained men. 
These are many. and herein lies the crux of the problem 
under discussion. Here a new young doctor might find himself 
in association with self-trained surgeons whose work may be 
defective or outmoded by his standards. His dire surgical 
emergencies cannot be taken to a big centre in time; his 
indigent chronic cases are put on a waiting list somewhere, 
to be forgotten. So at first he learns surgical technique from 
his colleagues; later he improves it from memory of his 
training. His ability to improve the surgical service in his 
small town is totally dependent on his having previously 
assisted competent surgeons at operations while an intern. 
That he should have been barred from assisting in theatre 
is a Monstrous suggestion. How else can surgery ever be a live 
subject to him? Any doctor wishing to practise in the country 
should be obliged to assist at operations where competent 
surgeons drill him in the pitfalls awaiting him. He must 
become competent to perform appendicectomy, Caesarean 
section, salpingectomy, herniorrhaphy and other emergency 
procedures including, in our land of trauma, the complete 
early management of injuries to the head, thorax, abdomen 
and the extremities. If his training is to be changed at all, 
let us rather take a step further and insist on an extra 
6 months as senior house officer, where he performs these 
procedures himself under supervision, but in the name of 
common sense do not deprive him of his theatre training 
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when we know that he is going to be forced to operate 
sooner or later. 

Whether he likes it or not, a doctor in a remote hospital 
town will eventually be confronted with a strangulated hernia 
of many hours’ standing, a threatened rupture of the uterus 
from far afield or an extradurai haemorrhage — while his more 
experienced colleague (himself self-taught) is on leave. He will 
be totally incapable of dealing with these and countless other 
calamities if he has been denied proper technical training and 
the right to practise surgery subsequently to improve himself. 
For many years to come he will have no access to a hand 
surgeon to deal with his crushed hands, no neurosurgeon to 
deal with head injuries: he alone must do what he can, and 
the more practical tuition he has had, the better service he 
will render. 

We know that some are tempted to do operations beyond 
their ability in order to keep up with their opposition. We 
know that many appendicectomies are performed unnecessarily. 
Professor Oosthuizen and Dr. Impey have dealt with many 
cases of malpraxis arising out of one basic sin, greed. But 
I submit that these are exceptions, tragic exceptions which are 
perhaps exposed more readily when they happen to occur in 
the ranks of the general practitioners. A tour of the remote 
hospital towns will convince these gentlemen that, by and 
large, good service is given by the general-practitioner surgeon. 
The exceptions are due to human frailty, not to too little 
training. Far more health and lives are saved by these men 
than are lost through their shortcomings, Let the accent be 
on improving the training of the house surgeon, not only in 
the technical field but also in the field of moral values. 

Today's need is not for doctors with curtailed surgical 
training, but for more true general practitioners with, if 
possible, improved training and, above all, a conscience. 
A man without a conscience will not be improved by depriving 
him of part of his training — he will be rendered even more 


dangerous. 
A. W. Brookes Heywood, M.B., Ch.B. 
(Cape Town), M.Ch. Orth. (L’pool), 

F.R.C.S. (Edin.) 
Senior Orthopaedic Registrar, Karl 
Bremer Hospital, Bellville; formerly 
District Surgeon, Kokstad 

59 Sandown Road 

Rondebosch, Cape 

2 December 1960 

1. Impey, R. L. (1960): S. Afr. Med. J., 34, 1015 


MAJOR SURGERY IN SOUTH AFRICA 


To the Editor: Dr. R. Lance Impey' exhibits a completely 
unrealistic attitude towards the problem of how to ensure 
adequate training in the practice of medicine. 

He states that ‘many a young doctor who starts practice in 
a village or small town.... soon learns that, in their ignorance, 
the public believe that a doctor who operates is a better doctor 
than one who does not operate’. Having written this, he shows 
by the whole tone of his article that he, like the public, has 
placed the technique of surgery on a pedestal far and away 
above its right. 

Not once does Dr. Impey mention the recent graduate who 
diagnoses and treats a patient suffering from a coronary 
thrombosis or other serious medical condition where the danger 
to the patient from incompetent handling is probably far 
greater than the danger to which he would be subjected by 
incompetent surgery. 

Not once does Dr. Impey mention the recent graduate who 
is called cn by a senior colleague to give a patient a ‘quick 
whiff’ while some minor surgical procedure is performed. The 
danger from an anaesthetic administered by a person in- 
adequately trained in anaesthesiology and without adequate 
facilities at his disposal is infinitely greater than the danger 
from most of the operations that are performed by non- 
specialist surgeons. 

Not once does Dr. Impey mention the recent dental graduate. 
who has had no more extensive training in anaesthesiology 
than his medical colleague, who is entitled to, and does, 
administer anaesthetics under most difficult conditions, namely. 
surgery of the entrance to the upper respiratory tract. 


17 December 1960 


Who is eatitled to operate? As an ear, nose and throat 
specialist I am fully aware of the fact that many of my 
general-practitioner colleagues have done, and are doing, 
infinitely more tonsillectomies than I have done and I have 
no reason to suggest that their surgical technique is inferior 
to mine. On the question of experience, then, who is the more 
entitled to operate? 

Dr. Impey’s statement, *.... today, when facilities are avail- 
able for rapid travel by motor-car or aircraft, it (i.e. the 
undertaking by the country practitioner of all types of surgery) 
is indefensible’ — shows clearly that he is looking down on 
the ‘milling crowd’ of medical practitioners from the sheltered 
heights of a city practice complete with all modern con- 
veniences including a university appointment. 

The criticism would not be quite so unrealistic if it were 
reserved for the practice of medicine among the White popula- 
tion of the Union but even in this case can anyone imagine 
suggesting to a labourer 100 miles from the nearest specialist 
that he charter a plane immediately to enable him to have 
his strangulated hernia operated upon? If this suggestion is 
fatuous in relation to a White labourer, how much more 
unrealistic is the attitude in regard to the bulk of the country’s 
population, namely, the non-Whites? 

It seems to me that in the ultimate analysis the public is 
at the mercy of the integrity of the medical profession. No 
hard and fast rules can be made regarding the qualifications 
required for practising medicine whether this be surgery, 
medicine, gynaecology, obstetrics, anaesthetics or whatever, 
except for laying down the minimum qualifications required 
for registration as a medical practitioner. 

If, after this, the practitioner goes beyond his capabilities 
and experience in dealing with any cases when qualified help 
is available, he should be subject to censure by his duly 
appointed peers, namely, the South African Medical and 
Dental Council. 

D. R. Haynes 
323 Lister Building 
Jeppe Street 
Johannesburg 
29 November 1960 
1. Impey, R. L. (1960): S. Afr. Med. J., 34, 1015. 


THE RECOVERY ROOM 


To the Editor: Dr. J. T. Russell’ is quite correct in pointing 
out that minor operations do not need minor anaesthetics. 
Indeed, anaesthetic deaths are less common when the patient 
is a manifestly poor risk from the surgical point of view 
because the anaesthetist is more likely to be directing every 
attention to the problem in hand. 

However, the provision of recovery rooms is an expensive 
matter, and this, plus the recurring expenditure on staff to 
operate them, must be justified to those who have to bear the 
cost. Moreover, unless the recovery room is in constant use, 
it will inevitably be taken over by others in insiduous ways. 
Usually this process begins by a plea to be allowed to store 
theatre equipment and ends by using the room as an additional 
plaster room or minor operating theatre. 

I feel that more attention will be focussed on the problems 
cf post-anaesthetic care if the patient, particularly in the 
smaller hospital, is kept in the operating theatre when all is 
not well. Nursing staff and surgeons dislike having their 
routine disturbed and would far prefer to have problems of 
this nature hidden away in a recovery room. Nor are some 
anaesthetists beyond wishing to use recovery rooms to relieve 
them of the responsibility of caring for the patient who is 
still under the influence of their drugs. 

If the patient is kept in the operating theatre, the other 
members of the surgical team must perforce show some 
interest and share some responsibility, and both the junior 
houseman and the patient will be better protected. 

C. S. Jones 


Department of Anaesthesia 

Groote Schuur Hospital 

Observatory, Cape 

29 November 1960 

Correspondence (1960): S. Afr. Med. J., 34, 1021. 
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